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What Society Expects of the Hospital 


DR. SOLOMON B. FREEHOF, D.D. 
Rabbi of Rodef Shalom Temple, Pittsburgh, Pennsylvania 


= ARE CERTAIN BOOKS which are called 
classics. By common consent, they are considered 
great. What is the element in them that makes them 
worthy of being entitled classic? Evidently it is 
something which enables them to outlast the gen- 
eration in which they have been written and to be 
meaningful for centuries to come. A classical work 
is one which voices something eternal in human ex- 
perience or human nature. 

High in the list of world’s classics is Plato’s 
“Republic.” That book must have something eternal, 
something that cannot be spoiled by the corrosion of 
time. What is eternal in Plato’s “Republic”? The 
style is, of course, magnificent. The scheme of 
organization for the future society which he builds 
up is interesting, but it is of debatable practicality. 
His notion is that society shall be governed by phil- 
osophers, defended by soldiers, and supported by 
merchants and workers. There is nothing excep- 
tional in that, nothing particularly brilliant in that 
division of function. 

What makes the book great is that the philosophers 
are to be by temperament philosophers, and their 
temperament is intensified through training. The 
soldiers and the generals are by temperament sol- 
diers, and their military virtues are strengthened by 
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training, and so with the artisans and merchants. In 
other words, the meat of Plato’s classic book is this: 
That function is rooted in character. What you do 
is affected by what you are. What you do will de- 
pend for its continued efficacy on the kind of person 
you have become. 

This Platonic idea that function and character 
shall closely correspond, is of vital and perhaps 
eternal significance. An artisan, for example, must 
have skill as he works at his art, but it is more im- 
portant that besides skill he has sensitiveness. Other- 
wise he will just be a painting or a stone-cutting 
machine. It is essential that a statesman have clever- 
ness, but beyond his cleverness he must have con- 
science. Otherwise he will be a cunning thief. 

What one is, determines the value of what one 
does. Apply that to institutions. What a college 
is supposed to do is clear; it is supposed to teach. 
But whether it will teach well, whether it will leave 
a lasting impression upon the consciousness of its 
disciples, depends upon what the character of the 
institution has grown to be. A college must be com- 
radely, so that there is an identity of purpose be- 
tween student and teacher. A college must be cour- 
ageous, so that it will find new paths through the 
forest of error toward the open land of truth. What 
the college is, determines how well. the college will 
work, 








The Hospitah Function Is Rooted in Its Character 


What a hospital has to do is obvious. A hospital 
must heal. But how well it heals the sick and how 
significant it becomes as an institution depends upon 
invisible facts, upon what the hospital is. Its func- 
tion is rooted in its character. 

I propose to discuss with you this question: What 
sort of invisible character should a hospital have? 
What type of spirit does society expect of the modern 
hospital ? 

A quick mind can grasp knowledge quickly, but 
nobody is quick enough to grab character. Knowl- 
edge is an acquisition. Character is a growth. Char- 
acter is a slow distillation of our life experience. It 
is more than that; it is a heritage. It is determined 
by our traditions, by our father and mother and their 
parents, the ideals of the soil from which we spring. 
Character is a deep-rooted growth, and if we want 
to know what is the ideal character for a hospital, 
look to the traditions of the hospital as an institution. 

If you look into those traditions you will discover 
the following facts: That the first hospitals of which 
there is any record existed in connection with the 
temples of the gods in Egypt. In Memphis and 
Heliopolis, as adjuncts to the temple, there were 
species of hospitals. In classic Greek lands, in the 
Hellenic civilization, the hospitals were part of the 
Temple of Aesculapius, in Cos and in Rhodes and 
in other Greek settlements. When the great mis- 
sionary Buddhist king, Asoka, a half century after 
the great Alexander, created a religious revival in 
that teeming sub-continent, he also built hospitals all 
over the land. And what Christianity has done in 
the western world, Christianity and Judaism, the 
mother religion from the time of the famous Chris- 
tian Roman matron, Fabiola, down to our day, the 
hospitals which it has built, indicates to you that 
from the very beginning of hospital history, hospitals 
and religions were intertwined. There is manifestly 
an intimate kinship between the two. It is evident 
that hospitals inherit the same view about humanity 
and human personality which religions have devel- 
oped and preached. 


The Highest Practice of the Hospital 


Of course, the point of view which religion has 
about human personality is admittedly a fragmentary 
one. It is a concentration upon a certain aspect of 
the human totality, but, then, every special point of 
view with regard to the human personality is like- 
wise fragmentary. Each one has its fraction of truth. 
To the science of physics, a human being is a col- 
location of colliding atoms, and that is partly true. 
To the science of chemistry, a human being is an 
ever active chemical laboratory, and that is likewise 
partly true. To biology, we are kin to the brute, and 






that likewise can be proved partially true. To re- 
ligion, man is the child of God, the bearer of some- 
thing precious, something unique and priceless in 
the world. That is the truth which religion teaches, 
and that, too, is the personality ideal inherent in hos- 
pitalization. That is to say, since human beings are 
precious, then every one counts. Mercy to the 
humble as well as the proud, to the weak as well as 
to the strong, is the eternal preachment of religion 
and the highest practice of the hospital. 


The hospital must be efficient, but never imper- 
sonal. The hospital must heal, but never humiliate 
any human being. The hospital may make its money 
from the expensive rooms but its soul is saved in the 
free wards. The free dispensary is not an accidental 
appendage to a hospital; it is its historic origin. To 
be merciful to every human being is the mandate 
which its religious origin puts upon every hospital 
in the world. 


A later influence upon the character of the hospital, 
a newer element in the tradition which has formed 
it, is the tradition of science. Science is not as new, 
not as recent a tradition as some people lightly im- 
agine. We tend to overstress the modernity of 
science. The ancient Babylonians were first-rate 
astronomers. The Arabians were great mathemati- 
cians. But what is fairly modern about science is 
this: It is only in recent centuries that science has 
begun to transform the world. In antiquity science 
was a study; in modern times it is a ferment. The 
modern hospital has been transformed by science, by 
scientific technology, scientific inventions, scientific 
discoveries. The hospital is the beneficiary of 
science. But that is nothing exceptional. So is trans- 
portation. So is the building of our cities. So is 
every element, good and bad, of our modern life. 
There is nothing to boast about in being the bene- 
ficiary of science. But the hospital is indeed some- 
thing more. It is the teacher of science. ‘To its 
nurses, to its medical interns, it transmits the practice 
and the wisdom that go into the development of the 
art of medicine. 


Hospitals as the Creators of Science 


But that is still not sufficient. The larger com- 
munity looks to you not only to be benefited by and 
to transmit science, but also to create science, to be 
the laboratory of scientific discovery. Where are 
discoveries made in modern science? In the labora- 
tories of great corporations, in the workshops of 
some of the heavily endowed foundations, but when- 
ever a medical discovery comes out of a hospital 
every heart rejoices. It is the right achievement 
from the right environment. For why not? In 
through the hospital doors come the sick, those 
wracked with pain and afraid of approaching death. 
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What more proper than that out of the pain of the 
world should come its anodyne, out of a body of 
agony should come the word of release? The world 
expects the modern hospital to explore in the un- 
known, to discover new technics, to be a pathfinder 
in new lands, to be more than a receiver of science, 
to be a creator of new scientific truth. 


Psychology in the Hospital 


The latest influence in modern life, definitely more 
recent than religion and general science, is that baby 
of the sciences, psychology. In all the realm of 
scientific disciplines psychology is the youngest mem- 
ber of the family. It is strange that it should be so. 
It ought to have been the oldest because there is 
nothing with regard to which we are more interested 
and absorbed than our own consciousness. And yet 
the science of human consciousness was the latest, 
the last to be developed. Science began with the 
stars, as far as possible from human life, with 
astronomy, and then was dealing with inanimate 
matter, with geology, with physics, with biology, with 
sociology, and only recently has arrived at us as 
personalities. The progress of science is from the 
far to the near, from the star to the soul. 

Since psychology is new, it is still in the con- 
troversial stage, and therefore scientific men in other 
disciplines and physicians and hospital people have 
shied away from it and have abandoned mental heal- 
ing and mental hygiene, abandoned it to charlatans 
and to cultists, as if the mind and its fears and its 
hopes have no bearing upon the human body. 


The time has come for psychiatry to take its 
honored place in the group of medical divisions and 
for the hospital to attend to the question of the mood, 
the hopes, the dreams, the fears of its patients. It 
is a clinical fact if a patient is afraid of the hospital, 
if he enters in terror, you know well that millions 
of common folk have a sense of horror at the 
thought of hospitals; does not that fear affect their 
health and their possibility of recovery when they 
are sick? 

But let us for a moment forget the ignorant folk 
who are just blindly afraid. Let us consider the 
more intelligent middle class. They, too, are in a 
psychotic state. They, too, are afraid of hospitals. 
It is a different sort of fear. They are afraid that 
a spell of sickness in the hospital will consume their 
savings and leave them impoverished. That brings 
you squarely against the problem which you have 
undoubtedly debated at this session and will debate 
for many sessions to come—the troublesome and in- 
escapable problem of medical economics. Who do 
you think will solve that problem? Not the physi- 
cian! He cannot. He is helpless. A young doctor 
is working through his first year to pay the debts 
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that he has incurred by his education. An older 
doctor is justly concerned most with maintaining the 
personal, patient-physician relationship so essential 
to a highly personalized art. It is only the hospital, 
which is already a social institution and at the same 
time understands the medical point of view, which 
will some day solve this problem. If you do not 
solve it, nobody will. 

As long as your patients are terrified, you have 
one long obstacle to overcome in their cure. The 
psychic state of the patient must become one of the 
central concerns of hospitals so that people may go 
into its doors with a sense of throwing down a 
burden and being safe at last. To the credit of 
modern hospitals, be it said that many of the old 
fears are being dissipated by more intelligent recep- 
tion of patients, more intelligent handling of them in 
the hospital. 

A proof of the psychic significance of the modern 
hospital came to light quite recently. During the 
Pittsburgh flood the hospitals for one day at least 
could not be reached by telephone and had no electric 
light. I presume it would be possible to calculate 
what physical harm this shutting off of the hospitals 
did, how many people needed operations and did not 
get them in time. The physical harm which the 
virtual closing of the hospitals occasioned can per- 
haps be measured, but you can never measure how 
many tens of thousands of people were terrified at 
the thought that they could not reach a hospital. That 
night, those two nights, every pain was a source of 
terror. You might as well be in a wilderness with 
no help and no hope. Two days later, when those 
hospitals were accessible again, no one will measure 
the reassurance, the confidence which spread over 
Pittsburgh. Hundreds of thousands of people felt 
safe again—the hospitals could be reached again! 
That is the function of the hospital—to be the source 
of confidence in a modern community. 

Plato’s idea is truly classic. As truly as in his 
day, every institution must root its function in its 
character. The same idea has recurred in many 
literatures. It is beautifully stated in the Book of 
Common Prayer. That famous book insists that 
outward deeds depend upon inner personality. It 
defines a sacrament as follows: “An outward visible 
form of an inward spiritual grace.” 

The inward spiritual grace of the modern hospital, 
its essential character, is clear from the traditional 
influences which have created it. Because of its 
religious influence it must be the abode of unfailing 
mercy. From its scientific influence it must be a 
creative force of constant discovery; and from the 
new psychiatric influence it must be a citadel of 
confidence, a fortress of courage in the modern 
world. 
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The Adequate Care of Patients from 
Standpoint of the Medical Staff 


JAMES G. CARR, M.D. 


Chief, Department of Medicine, Evanston Hospital, Evanston, Illinois 


| CARE OF THE PATIENT may be 
defined as that care which gives to the patient the 
utmost opportunity for recovery, or in the case of 
hopeless disease, the greatest possible relief from 
pain and protection from anxiety. To a certain 
degree, such an ideal is a “counsel of perfection ;” 
nevertheless, it should be the objective of all those 
who are engaged in the direction, the management, 
and the other activities of hospital work. To enum- 
erate and discuss all that the term “adequate care” 
implies would be vain repetition; it is intended here 
to point out only certain features of our work, 


Two Classes of Patients Receive Adequate Care 

Two classes of patients in our hospitals receive 
care which may be accepted as essentially adequate. 
The well-to-do patient is able to obtain in a properly 
equipped hospital the material benefits of modern 
methods in medicine and nursing; he is assured of 
the personal interest of those engaged in his care. 
The patient in an endowed bed to whom free service 
is given is likely to receive all the material advan- 
tages which modern medicine can provide; the per- 
sonal attention and interest, which mean so much to 
one who is sick, largely depends upon the training 
and character, the sympathy and understanding, of 
all those rendering hospital services. Unfortunately, 
neither individuals nor groups are likely to provide 
consistently these intangibles, so significant to the 
sick person. In the conduct of ward service, habitu- 
ation, in spite of earnest efforts, too commonly breeds 
a routine which, outwardly efficient, becomes in- 
different. 


Adequate Care for Patients in Moderate 
Circumstances 
Between these two groups is the largest group of 
all, made up of patients in moderate circumstances, 
to whom illness is a calamity which may often 
threaten the independence or the social status of the 
family. Here we are dealing with people who know 
much, perhaps believe more than is true, of the ma- 
terial progress of medicine, its capacity to discover 


disease, to relieve pain, often to assure recovery. 
But scientific medicine is expensive, as are also hos- 
pital rooms and nurses. Hence comes anxiety on 
the part of the family or the patient lest something 
important be left undone, and equal anxiety as to 
how the cost of many diagnostic and therapeutic 
procedures, which are often imperative, can be met. 
Adequate care of the patient demands the use of 
many of the modern diagnostic and therapeutic pro- 
cedures, so often expensive, which may give the 
patient the only chance for restoration to health or 
protection from pain. The sense that one must do 
without the help from such methods is discouraging 
to the family and the patient; it is a real factor in 
the present criticism of the medical profession. 


We may point out as one important feature in the 
adequate care of the patient, the necessity for pro- 
viding to this large group the benefits of modern 
diagnostic procedures. It should be the aim of the 
hospital to make such arrangements for service of 
this type as will provide opportunity for every neces- 
sary technical procedure useful in the given case. It 
is true that this means expense, which must be met 
somehow. The x-ray and other mechanical aids to 
diagnosis, the various laboratory procedures, especial- 
ly the indispensable serological tests, frequent stool 
examinations, repeated study of the blood chemis- 
try, are essential to the diagnosis, hence to the ther- 
apy, of many cases. Modification of procedures 
now employed in establishing the charges for this 
work may justifiably be asked of those who admin- 
ister the hospitals; the material aids to medicine are 
of vital importance, although this importance may 
often be over-estimated by the public. Failure to 
put these procedures upon such a financial basis as 
will make them accessible to those who need them, 
constitutes one form of inadequate service to the 
sick. Is it not possible to adjust the scale of prices 
for this work to the price of the room accommoda- 
tions purchased by the patient? Such prices might 
vary from a peak charged to those who enjoy the 
comfort of the best rooms to a minimum, even at the 
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level of cost, charge to those in the cheaper rooms 
or the ward beds. Furthermore, the physician may 
and should contribute his share to the end of lessen- 
ing the burden upon the patient, by discrimination in 
his orders for technical diagnostic work. Adequate 
care of the patient requires the co-operation of the 
physician. Technical diagnostic methods should be 
put within the reach of self-respecting people what- 
ever their economic status. Hospital authorities and 
physicians are here confronted with a vital problem. 
The physician should not order work of this type 
unless it is necessary and then he should plan to 
have done what is necessary. Permitting the patient 
to pay for partial examinations of this type which 
are not adequate in the light of the clinical history, 
must be characterized as inadequate service. Diag- 
nostic procedures may be restricted in compliance 
with the judgment of the physician; procedures 
which come short of actual problems in the case, 
constitute an unjust charge upon the patient. 


Consultations 


The subject of consultation within the hospital 
presents another problem. The well-to-do patient is 
able to pay for the additional cost of necessary con- 
sultations ; the non-paying patient has at his disposal 
the services of the various consultants and special- 
ists connected with the hospital. Between these 
groups, the mass of patients already burdened by 
the unexpected expenses of an illness frequently 
forego consultations which might be of considerable 
value. We should find some way to meet this diffi- 
culty. Here again the consultation fee might be 
adjusted upon the basis of the hospital accommoda- 
tions which the patient has chosen. Where a good 
intern has already written an adequate history, and 
the necessary technical aids to diagnosis have been 
employed, the consultant finds his work made easy. 
Some agreement along the lines suggested should be 
worked out; it would be of benefit to the patient, to 
the physician in charge who often is desirous of an 
opinion from a colleague, and to the hospital, since 
it adds to the possibility that the patient will leave 
the hospital satisfied. One comment may be made 
here in connection with this subject of consultation. 
Particularly in the case of service patients, for whom 
consultations are free, there occasionally arises a 
situation in which actual responsibility for the 
patient is more or less lost. The house personnel are 
not quite sure just who is the physician in charge. 
Adequate care demands that one man accept respon- 
sibility for the management of every case. 


Atmosphere of Sympathy and Consideration 
Necessary 


Adequate care requires that, so far as possible, the 
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patient must be protected from noise; particularly 
does this apply to situations in the hospital. Loud 
talking in the halls is often a source of much annoy- 
ance to patients. A further requirement is good food, 
well cooked and attractively served. Too often the 
hospital is regarded as a place only for the treatment 
of the sick; it is about the care of the sick that we 
are now talking. Too often it is forgotten that the 
food is of the utmost importance to the patient, not 
the food taken into the room but that actually con- 
sumed by the patient. Medical care is thought of in 
the terms of an operation, or a serum, or a certain 
drug, while the taking of food is merely the continu- 
ation of a universal habit. The truth is that in a 
great many cases of various types, surgical, medical 
or what not, the diet is of the utmost importance. 
The patient must be tempted to take food in general, 
or of certain types, and much of the success of the 
treatment depends upon the tactfulness of the nurse 
in persuading the patient to take nourishment, 
whether a general diet or a special diet. Adequate 
care demands that every effort be made to make food 
attractive, to excite the patient’s appetite, and to 
obtain his co-operation in the taking of food. Though 
the operation has been skillfully done, though the 
diagnosis in a medical case has been accurate and 
profound, though the difficult case of childbirth has 
been carried through with éntire success, there often 
remains for prompt and final recovery the humdrum 
business of persuading the patient to eat. And this 
is no mean problem for those in attendance. 


From the standpoint of one who directs a medical 
department the patient must have adequate care from 
the time an orderly leads the way to the room, 
through the days in which interns and nurses, tech- 
nical assistants and all those who render any service 
to the patient, until the moment of his discharge. 
We feel that in our problem of medical care are 
gathered all the functions of the hospital. Our work 
is merely the consummation of all that is done. In 
closing, I do want to emphasize that with all our 
efforts in the way of practice the results will approxi- 
mate the best that can be achieved, only when the 
institutional and impersonal attitude is absent. Any 
patient will do better in an atmosphere of sympathy 
than elsewhere. Sickness carries with itself a feel- 
ing of frustration and helplessness; anything that 
can be done by any of us to lessen or overcome this 
feeling, to give the patient fresh courage, to take 
his mind from his disease, any friendly action, or 
especial thoughtfulness, will be of help to the pa- 
tient. Though he may have the benefit of the most 
modern service and be under the professional care 
of the most skilful, no patient can have all to which 
he is entitled unless he is cared for in an atmosphere 
of sympathy and consideration. 





The Role of the Woman’s Auxiliary 
in the Modern Hospital 


MRS. MORRIS FISHBEIN 
Chicago, Illinois 


I HAVE THE HONOR to be president of the 
Mothers’ Aid of the Chicago Lying-in Hospital and 
Dispensary. Any discussion I may make will obvious- 
ly be based on this experience. Nevertheless, I have 
for some years observed the work of women’s aux- 
iliaries in other hospitals, as well as the activities of 
committees concerned with the work of hospitals in 
other organizations, such as the Woman’s Club, the 
Chicago Woman’s Aid, medical auxiliaries, and vari- 
ous branches of the Junior League. 

The work of any auxiliary may be classified ac- 
cording to the benefits derived first, by the hospital ; 
second, by the patients; third, by the members. Al- 
though it is assumed that the woman who joins an 
auxiliary expects to realize but little for herself, yet 
the benefits that accrue to her are not to be ignored. 
There is the satisfaction of assisting those in need, 
to say nothing of the social side. Many women 
doing important work in the community today re- 
ceived their first public experience in hospital aux- 
iliaries and in clubs. 

The work and usefulness of such groups may 
also be classified according to the functions and to 
the fields in which they may be of service; namely, 
legislation, collection of funds, education, public 
relations, and volunteer medical service. 


Legislative Function 


The legislative function is definitely of benefit to 
the hospital, but of course also to the community as 
a whole. Any legislation detrimental to the medical 
profession should be opposed by the auxiliary, which 
will, no doubt, be guided in its actions by the liaison 
committee with the staff and with the Board of the 
hospital. In the same way, bills correctly promoting 
preventive medical measures should be supported. 
Especially important, for example, have been the 
bills opposing animal experimentation and those 
against ophthalmia neonatorum. 

We need not tell this group of the importance of 
animal experimentation in research and in the stand- 
ardization of vaccines and serums. You are, I be- 
lieve, fully acquainted also with the activities and 
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tactics of Irene Castle McLaughlin. You may also 
remember our sad experience in this state with ex- 
Governor Emerson when the Christian Scientists, 
by propaganda, influenced him to sign a bill which 
made the application of silver nitrate in the eyes of 
new born babes optional and not obligatory. 

We all know, because we have learned by experi- 
ence, that a protest from an individual citizen or 
even from a thousand may carry weight, but one 
telegram or letter from an organization of a thousand 
members usually gets real recognition. Bills con- 
cerned with hospital taxation, with the distribution 
of social security funds for maternal and infant care, 
for the care of the crippled, blind and hard of hear- 
ing should be familiar to every hospital group and 
should be carefully considered by them. Then only 
can we make certain that the funds are used as the 
law intended, not diverted to other purposes (roads). 
Just now the discontinuance of certain emergency 
relief organizations, and the selection of other dis- 
tribution agencies is of greater importance than most 
persons realize, especially to those whose hospitals 
obtain funds through such channels. By being alert 
and active in legislative matters, an auxiliary cannot 
help but be a distinct asset to the hospital, patients, 
and to the community. 

Before I continue, I would like to impress on you 
the importance of a liaison committee of the board 
and staff of the hospital, with which the auxiliary 
may feel free to consult at any time. This should be 
a close relationship. Doctors, nurses and the admin- 
istrator should, in person, bring reports to the aux- 
iliary, and enlightening programs should be given to 
educate the members. 

A better understanding and fuller co-operation 
would be obtained if every member, whether active 
or not, could become acquainted with the hospital, 
not only with its aims and functions as written in 
reports, but by actual visits. These members should 
know something of the hospital history, its routine, 
what type of institution it is, the amount of free 
work done, the amount of private work, who com- 
prise the staff, the cost of maintenance, etc. Just the 
other day, at a Board meeting of the Mothers’ Aid, 
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an officer asked Miss Braithwaite whether or not 
free work had been discontinued. , 

Members should also be conversant with the medi- 
cal problems in the community and the extent to 
which their hospital participates in its solution. How 
many people in the community are receiving ade- 
quate medical service? Are suitable provisions being 
made for those who are able to pay only a part of the 
costs ? 

How can the auxiliary be helpful in solving these 
problems? The first step in solving any problem is 
to know the character and scope of the situation. 
When these are properly studied, they will have the 
effect of bringing to the hospital patients who other- 
wise might not come and of diverting to other insti- 
tutions patients who should properly be sent else- 
where. Such insight into hospital problems makes 
an auxiliary an asset to the Board and hospital rather 
than a burden. 

In such a way only can you have an intelligent 
group that assists rather than hinders, that boosts 
rather than interferes. 


Public Relations 


Extension work into other organizations and use 
of all the means of reaching the public as an audience 
is another function the auxiliary might easily and 
successfully undertake. Parent-teacher organizations 
are splendid mediums for reaching school children 
and their families. Radios and newspapers are usual- 
ly willing to cooperate to disseminate information 
and news, and the health committees of women’s 
clubs are always grateful for suggested lectures and 
invitations to assist in useful projects. Auxiliaries to 
be efficient should co-operate with community aux- 
iliaries and state associations. The value of such 
affiliations is stimulating. It permits not only of 
legitimate advertising, but promotes good will and 
gains support which every hospital can use. 

In this work advantage may be taken of numerous 
occasions already recognized locally, even nationally. 
For example, Child Health Day may be utilized to 
show what the hospital is doing for the child. Moth- 
er’s Day may be used to promote the obstetrical 
division; Cancer Week for lectures in clubs and on 
the radio; National Hospital Day to invite friends, 
contributors, and others to tour the hospital. These 
are only a few of the various special days and weeks 
associated with specific health or hospital problems 
which may be utilized. 


Funds 


The auxiliary may be useful in spreading good 
will for the hospital ; it may help to secure enactment 
of important legislation; it may assist in educating 
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many persons to the value of good health, but its 
chief function, from many points of view, is related 
to its ability to aid the finances of the hospital. The 
funds that are developed through membership are, I 
believe, the best means, because they are a perma- 
nent and dependable source of income. The encour- 
agement of life memberships is exceedingly desirable 
because of the stability they give the organization. 
Membership dues may be increased by the inclusion 
of specific funds—memorial, flower funds, birthday, 
milk, brace funds, nursing, free-bed, and many oth- 
ers. For instance, years before Mother’s Day became 
a national nuisance, the Mothers’ Aid inaugurated a 
“My Mother Fund,” at first to encourage men to 
affiliate and contribute in honor or in memory of 
their mothers. For years, until Mother’s Day became 
commercialized and other organizations included 
similar funds, this was a most lucrative source of 
income. Today it still adds hundreds of dollars to 
our treasury, and is the occasion for our annual 
luncheon meeting. 

Whenever the hospital has been in need of special 
funds, as, for instance, when the hospital was built 
on 51st Street, or when the new one was erected on 
the Midway, each time the Mothers’ Aid has under- 
taken to raise enough to pay for the Septic Pavilion. 
The building on 51st Street cost $85,000. The one 
on the Midway cost $382,000. It might be of inter- 
est to you to know that the Mothers’ Aid collected 
the $85,000 so quickly that the Septic Pavilion was 
built and used as the Lying-in long before the main 
building was erected. Another observation might 
also be of interest. Many of the contributions came 
from small clubs or societies, sentimentally organized 
to perpetuate the name of some deceased friend or 
relative. Usually, the purpose of such clubs is not 
beyond this, so that unless such groups affiliate with 
larger successful ones, they do not last long. We 
contacted many such organizations in the last drive 
that were as happy to contribute as we were to re- 
ceive. Their subscriptions have, in addition, meant 
more than just contributions, because many of such 
contributions have joined the Mothers’ Aid and have 
been splendid donors. One group every year supplies 
the social service department with a number of com- 
plete layettes and numerous articles of clothing. 


Usually the hospital board, staff, or administrator 
will find the auxiliary anxious to cooperate and 
always ready to give or raise funds for certain types 
of equipment not generally provided by the regular 
funds. And an auxiliary thrives on requests to 
assist in developing some hospital project. No task 
is ever too great, nor have I ever known a well or- 
ganized auxiliary to fail its board and hospital. The 
contributions may be small, but the number of don- 
ors will be greater, which, by the same logic, means 











the greater number of friends. Sometimes I have 
felt that it is almost as difficult to get contributions 
of $10.00 as it is $10,000, but I feel that the $10.00 
ones are important, because of the friends they 
create. One never knows when the person who 
gives $10.00 might give $10,000. 

Some of the greatest thrills I’ve ever had have 
been in collecting funds. I have always made it a 
rule never to go alone. Company gives one courage. 
Never shall I forget the time we went to see a gentle- 
man who we thought might give us $100.00. We 
came out with $2,000. But before he did this, he 
phoned his brother and we got another $1,000. In 
another instance, one man contributed, then sent us 
to each of his partners. In fact, we repeated this 
experience several times, which I believe proves that 
every contributor, whether member or donor, is a 
booster of the hospital and an asset to have and to 
keep. The Mothers’ Aid has given the hospital more 
than $6,000 a year for several years, and before that 
gave as much as $1,000 a month for more than a 
year. Besides this, it contributes specifically to the 
social service department, and has donated special 
equipment from time to time. 


Volunteers 


Last week I visited a large general hospital in the 
Middle West. As I was being shown about I asked 
the young woman in charge of social service whether 
or not they had volunteers. The tone of her “yes” 
made me inquire further. Needless to say that hos- 
pital does not have an organized volunteer service 
and does not know what it misses. 


A volunteer service is as good as its organization. 
To obtain the best results it should be organized 
according to specific services, and should be account- 
able to some one of the hospital staff. The volun- 
teers have specific duties to perform and today, with 
scarcity of funds, these are legion. 

I must, say that for more than ten years I have 
dealt with volunteers and have found them efficient, 
earnest, conscientious, and helpful. I believe that 
they can be a nuisance, if they are not properly or- 
ganized, respected, or given real responsibilities — 
( Mayer.) 

In some hospitals, volunteers are given short 
training courses for particular services, which add 
to the efficiency of their labors. Some institutions 
have a paid worker in charge of volunteers, others 
like the Lying-in have committee chairmen, and one 
in charge of all. She is responsible to the head of 
the social service department and to the chairman of 
that committee of the board of the -hospital. These 
volunteers act as guides when medical or social 
meetings are held at the hospital. (Important—when 
I tried to send a doctor to visit, another hospital told 








me to give 24 hours notice.) They act as hostesses— 
how important this is, most of us know—to have the 
right welcome at the front door. Some girls act as 
librarians, some type, some assist the doctors in gatii- 
ering statistics, others drive cars for doctors and 
nurses to make home calls. Some assist in the admit- 
ting office and others help with the follow-up work. 
One young woman has helped a class of prospective 
mothers to plan and make simple garments for the 
baby. Still others make bandages and sew hospital 
supplies. The Mothers’ Aid has always made all of 
such supplies—about 200,000 bandages annually and 
thousands of other articles. (Monetary value nil but 
good will is priceless. ) 

This year we opened a shop such as I believe 
every hospital ought to have for the convenience of 
its patients, nursing and medical staff and visitors. 
This again is entirely manned by volunteers and is 
already proving a grand success. A few years ago 
the shop was opened with paid help. After several 
changes it was closed. With volunteers, we have 
personal interest, enthusiasm, and a will to put it 
over. We have also found that the happiest part of 
our membership is that which is actively engaged 
on some committee, particularly on the volunteer 
service. We do know that we have not as yet filled 
all the niches that can be competently filled by volun- 
teers which will add to the comfort of the patients 
and relieve the paid staff of some minute details 
which can be left to the volunteers. 


Conclusion 


I know I’m prejudiced. I like doctors and I think 
that medicine is about the finest of professions. I 
am not a nurse or laboratory technician, so I have 
to be a member of the auxiliary and a volunteer. 
True, I am a director of the hospital, but I am sure 
I got there only because of my interest in the Moth- 
ers’ Aid. 

I feel that auxiliaries should have an important 
place in every hospital organization. I feel that every 
hospital organization should, moreover, promote that 
auxiliary and cooperate with it to the fullest extent. 
With the creation of a liaison committee, I feel sure 
that pitfalls can be avoided and that the greatest good 
can be obtained from this source of unlimited good 
intentions. 


a 


The growth of civilization may be defined roughly 
as the process of the multiplication of human ways. 
There is one more new way that has been created by 
our increased productivity, namely the educational 
way. Education is a capacity for consumption which 
is wholly unlimited and wholly beneficient if wisely 


use. 
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Joint Hospital Fund Raising 






ELWOOD STREET 
Director of Public Welfare, Washington, D. C. 


I RECOGNIZE the invaluable service which hos- 
pitals render to the community. I realize that the hos- 
pital is the oldest form of organized charity, going 
back in its beginning to the days of ancient Greece. 
I feel that hospitals, of all of our charities, ought to 
be the easiest for which to raise money because the 
appeal for the care of the sick is one which can win 
the sympathy and the aid of almost anyone. 

Hospitals throughout the country which are not 
participating in joint money raising activities experi- 
ence difficulties for which joint action may be a rem- 
edy. Among these difficulties are: inadequate 
funds; limited number of contributors; inadequate 
use of both free, part pay, and pay hospital facilities ; 
and criticism on the part of the general public re- 
garding hospital costs, which often, because of lim- 
ited use of hospital facilities, are higher than they 
would be if the hospitals could be filled nearer to 
capacity. 


The Community Chest and Hospital Fund Raising 


I believe that the Community Chest is the best 
device for joint hospital fund raising because, in the 
first place, the more organizations you have in a 
joint financial campaign and the more you can elim- 
inate campaigns for funds the cheaper the joint cam- 
paign will be in money and effort. Moreover, a 
Community Chest campaign, including all legitimate 
appeals for funds, is an invaluable factor in promot- 
ing community morale. After all, community wel- 
fare is whole and inseparable and should be handled 
as a whole so far as possible. 

Yet, on the other hand, if the community has no 
Community Chest and none can be established, or if 
there are local reasons why the hospitals cannot or 
should not be members of the Community Chest, 
joint hospital fund raising is entirely feasible and 
infinitely better than trying to finance the hospitals 
through separate appeals for funds. 


Examples of Joint Hospital Fund Raising 


There are many examples of joint hospital fund 
raising. Perhaps the most distinguished in the coun- 
try is the United Hospital Fund of New York City 
which recently has had remarkable success. Another 
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example of joint hospital fund raising is the old time 
hospital Saturday and Sunday Associations which 
have been formed in many cities but which, in gen- 
eral, have not been adequate to meet the complete 
financial needs of the ‘hospitals. 

A thorough going and well worked out plan of 
joint hospital fund raising has many advantages. 
Among them are: economy of expenses, for one 
joint appeal can be conducted much less expensively 
than separate appeals for funds; economy of effort 
on the part of volunteer workers ; the raising of more 
dollars in total than could be secured by separate ap- 
peals for funds; the securing of more givers; the 
development of better community understanding of 
hospitals and their problems; the better use of hos- 
pital facilities. 


Six Underlying Principles 


Six main principles underlie successful joint hos- 
pital fund raising. The first is competent budgeting. 
The campaign goal should be based upon a study 
of the needs of the hospitals and should be certified 
by competent citizens as representing the amount 
which is actually needed as the result of such a study. 
The second principle is designation. Contributors 
to the joint hospital fund should be allowed to desig- 
nate the amounts they wish to go to the participating 
hospitals up to the limit of the amounts approved for 
the budgets of each of the hospitals. The third prin- 
ciple is continuous interpretation. The services, the 
problems and the needs of the hospital ‘should be 
brought before the public in every possible way, not 
only at campaign time but throughout the year. The 
fourth principle is the conduct of a powerful, well 
organized annual campaign in a limited period to 
cover the needs of a whole year. The fifth principle 
is continuous effort throughout the year to collect the 
amounts pledged during the campaign. The sixth 
principle which arises obviously from those already 
enunciated is the setting up and operation of a con- 
tinuing year round organization with an executive 
and a staff adequate to carry out the five previous 
principles. 


A Plan of Organization 


I venture to suggest a plan of organization which 
I believe would be effective for joint hospital fund 
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raising in a community of any size. The joint hos- 
pital fund should be backed up by an Advisory 
Committee of citizens representing, so far as pos- 
sible, all professional groups, all religions, all racial 
groups, all national groups, all neighborhoods, so 
that the whole community may feel that it has a 
stake in the success of the joint hospital fund. The 
fund, itself, should be a non-profit organization gov- 
erned by a Board of Trustees. That Board might 
consist of a board member and the superintendent, 
from each participating hospital, plus an equal num- 
ber of representative citizens elected by the contrib- 
utors to the hospital fund. To govern the organiza- 
tion between meetings of the trustees there should be 
an executive committee appointed by the president, 
with the approval of the Board of Trustees, plus the 
chairmen of the Standing Committees of the joint 
hospital fund. The officers would, of course, be the 
usual ones. Standing Committees should include, at 
least, one on budgeting and membership, one on pub- 
licity, and one on campaign. 


The Campaign Committee should plan and execute 
the strongest possible campaign for funds. That 
campaign should cover all of the metropolitan area 
of the community. It should have a Metropolitan 
Unit which would solicit that whole area on the basis 
of prospect cards of citizens who were thought to 
be able to contribute say, $5.00 or more a year, plus 
solicitation of all smaller businesses and their em- 
ployees, plus house to house solicitation in the 
wealthier residential area. In addition to the Metro- 
politan Unit there should: be a Group Solicitation 
Unit which would solicit pledges, with payments to 
be made, where possible, on the basis of pay roll de- 
duction, from employees of all firms employing ten 
or more people. This Group Solicitation Unit could 
be organized either on a territorial basis or, if there 
is a strong feeling of trade interest, on a functional 
basis, corresponding to the various lines of business. 
In addition there should be a Special Gift Unit which 
would solicit the gifts of persons able to give, say 
$100.00 or more a year on a highly individualized 
basis. These special gifts, however, should be re-al- 
located to the Metropolitan and Group Solicitation 
Units so that the team which would have received 
credit for the gifts, if there had been no Special Gift 
Unit, may receive that credit. 


The general organization should be of the military 
type with the chairman getting his vice chairmen, 
they getting their assistants and so on down to the 
team captains who would be responsible for their 
own workers. Each establishment in the Group So- 
licitation Unit should have a keyman who would be 
responsible for solicitation and for collection during 
the year. 


Quotas should be set up for all of the sub-divisions 
of the campaign down to the individual establish- 
ments in the Group Solicitation Unit, and the results 
of solicitation should be published in terms of per- 
centages secured of these quotas day by day during 
the campaign. Thus each sub-division of the cam- 
paign can be held to its responsibility and given 
credit for its results. 


The Publicity Part of the Campaign 

While the Publicity Campaign should be intensive 
at the time of the Joint Financial Campaign, it 
should continue in lessened degree throughout the 
year by providing suitable material regarding the 
hospitals and their services for the newspapers; 
through arranging. for speeches before all available 
community groups ; through radio talks ; through the 
publication, perhaps, Of a house organ for inter- 
ested persons; through arranging trips to the insti- 
tutions by interested groups and through an infinite 
variety of other ways possible to a resourceful pub- 
licity director. The Director should be backed by an 
able publicity committee, representative of the vari- 
ous channels of interpretation, which would advise 
on publicity procedure throughout the year. 


The Budget Committee 


The Budget Committee should be a competent and 
respected group of citizens who would study the 
needs of the hospitals and recommend the amounts 
to be raised and, after the campaign, the amounts 
to be paid to the member hospitals. This budgeting 
and payment could be either on the basis of total 
expenses of the hospital, as approved by the Budget 
Committee minus the anticipated income from earn- 
ings, endowments, and state subsidy, with the deficit, 
as approved, being the amount which should be 
raised; or, on the other hand, payment might be 
made to the member hospitals up to the maximum 
agreed upon amount on the basis of the services 
actually rendered at an agreed upon cost per patient 
per day minus payments made in his behalf, if he is 
a part-pay patient. It might be provided that the 
Joint Hospital Fund would establish a Central Ad- 
mitting Bureau for Hospitals through which all cases 
which were to be charged to the Joint Hospital Fund 
would have to be cleared before payment was author- 
ized. The Budget Committee could also serve as 
Membership Committee, to admit hospitals to mem- 
bership in the fund. 

This suggests that the Joint Hospital Fund might 
set up a number of supporting and cooperative serv- 
ices which would be of mutual benefit to the hos- 
pitals. Among them would be the Central Admitting 
Bureau for Hospitals just mentioned, which not only 
would certify cases for free and part pay treatment 
but also would indicate the amounts which could be 
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paid by part-pay patients. Another supporting serv- 
ice would be group hospitalization, which, as you 
all know, is a form of insurance for hospital care 
which has worked out extraordinarily well in a large 
number of communities. The Washington Group 
Hospitalization plan, for example, has over 18,000 
members in a city of one-half million population. 
Another joint endeavor might be a central collection 
bureau which would endeavor to collect for the mem- 
ber hospitals payments due from pay patients. It 
would arrange for payment for hospital care on the 
installment plan. It would also handle collections 
for part-pay patients which had been certified by the 
Central Admitting Bureau for Hospitals. Yet an- 
other central service might be a registration of per- 
sons willing to give blood transfusions on both a pay 
and volunteer basis. Still another facility would be 
central purchasing. A further one would be central 


planning for the development of the hospital facili- 
ties of the community and for conference on common 
problems, through a hospital council. 


More Funds at Less Cost 


All of these suggestions lead to the conclusion that 
joint hospital fund raising can have very definite 
advantages of providing more funds at less cost from 
more givers than central funds and separate fund 
raising ; that it will promote greater use of the hos- 
pital; that it will bring about better understanding 
on the part of the community and better cooperation 
from all community agencies ; and that joint hospital 
fund raising can be the starting point for other forms 
of cooperation. All this leads to the fundamental 
and wholly desirable end that the care of the sick of 
the community shall be seen as a whole and handled 
as a whole. 


Laboratories of the Small Hospital 


JEAN D. CRUICKSHANK, R.N. 
Superintendent, Theda Clark Memorial Hospital, Neenah, Wisconsin 


Bop vetersivey in the clinical care of hospital 
patients cannot rise above facilities and standards of 
the departments that must often assist in determin- 
ing the diagnosis and condition of the patient on ad- 
mission to the hospital, and the progress of his dis- 
ease during his occupancy. 

A small hospital is equally as responsible as a 
large one in the care and treatment of the patient. 
It should be equipped with the proper laboratory 
facilities and staffed with a capable personnel to do 
the required clinical work. Frequently the diagnosis 
of the disease, which may involve the performance 
of a major operation, rests with the results of the 
test performed by the laboratory technician. 

The technician in a small hospital is expected to 
carry out a diversified range of laboratory tests, 
whereas, in a large hospital she probably would be 
required to render a more specialized service. It is 
therefore essential that the technician in a small hos- 
pital is well prepared and competent. It is advisable 
that she is a college graduate and a registered tech- 
nician, also that she has served an apprenticeship of 
at least six months, or had the required experience 
under the supervision of a pathologist. In a small 
hospital she must be capable of doing satisfactory 
work in bacteriology, parasitology, histology, serol- 
ogy, haematology, chemical and morphological ex- 
amination of body fluids, exudates, transudates, and 

xereta. She should be competent to do metabolism 
nd electrocardigraph tests. 
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The hospital I represent employs a_ part-time 
pathologist who is responsible for the examination 
of all tissues removed at operation. He likewise per- 
forms the autopsies and attends the monthly staff 
meetings where he discusses his microscopic findings. 
The technician also consults him when in doubt re- 
garding bacteriological tests. 

We charge a flat laboratory fee of three dollars 
for medical and surgical cases. This includes urinal- 
ysis, complete blood count, and Wasserman test. 
Obstetrical cases pay two dollars, the blood count be- 
ing omitted unless requested by the physician. Co- 
agulation tests are done free of charge. Extra 
charges are made for special tests. If tests are re- 
peated half rate is charged and a further reduction 
is made if there is considerable laboratory work done. 


X-Ray Department 


In the past our x-ray was owned and operated by 
a roentgenologist who made his own collections. We 
supplied the room and current, and the nurse in at- 
tendance. We paid the expenses and received ten 
per cent of the receipts. 

The hospital has just completed the installation of 
new x-ray equipment consisting of radiograph, 
fluoroscope, and superficial therapy. The roentgen- 
ologist is employed part time and receives fifty per 
cent of the gross receipts plus extra for night service. 
The hospital is responsible for all expenses in con 
nection with the department. 





The Hospital Function Is Rooted in Its Character 
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A haspital 
must heal. But how well it heals the sick and how 
significant it becomes as an institution depends upon 
invisible facts, upon what the hospital is. Its func- 
tion is rooted in its character. 

I propose to discuss with you this question: What 
sort of invisible character should a hospital have? 
What type of spirit does society expect of the modern 
hospital ? 

A quick mind can grasp knowledge quickly, but 
nobody is quick enough to grab character. Knowl- 
edge is an acquisition. Character is a growth. Char- 
acter is a slow distillation of our life experience. It 
is more than that; it is a heritage. It is determined 
by our traditions, by our father and mother and their 
parents, the ideals of the soil from which we spring. 
Character is a deep-rooted growth, and if we want 
to know what is the ideal character for a hospital, 
look to the traditions of the hospital as an institution. 

If you look into those traditions you will discover 
the following facts: That the first hospitals of which 
there is any record existed in connection with the 
temples of the gods in Egypt. In Memphis and 
Heliopolis, as adjuncts to the temple, there were 
species of hospitals. In classic Greek lands, in the 
Hellenic civilization, the hospitals were part of the 
Temple of Aesculapius, in Cos and in Rhodes and 
in other Greek settlements. When the great mis- 
sionary Buddhist king, Asoka, a half century after 
the great Alexander, created a religious revival in 
that teeming sub-continent, he also built hospitals all 
over the land. And what Christianity has done in 
the western world, Christianity and Judaism, the 
mother religion from the time of the famous Chris- 
tian Roman matron, Fabiola, down to our day, the 
hospitals which it has built, indicates to you that 
from the very beginning of hospital history, hospitals 
and religions were intertwined. There is manifestly 
an intimate kinship between the two. It is evident 
that hospitals inherit the same view about humanity 
and human personality which religions have devel- 
oped and preached. 


The Highest Practice of the Hospital 


Of course, the point of view which religion has 
about human personality is admittedly a fragmentary 
one. It is a concentration upon a certain aspect of 
the human totality, but, then, every special point of 
view with regard to the human personality is like- 
wise fragmentary. Each one has its fraction of truth. 
To the science of physics, a human being is a col- 
location of colliding atoms, and that is partly true. 
To the science of chemistry, a human being is an 
ever active chemical laboratory, and that is likewise 
partly true. To biology, we are kin to the brute, and 


that likewise can be proved partially true. To re- 
lirion, man is the child of God the bearer of some- 
thing precious, something unique and priceless in 
the world. That is the truth which religion teaches, 
and that, too, is the personality ideal inherent in hos- 
pitalization. That is to say, since human beings are 
precious, then every one counts. Mercy to the 
humble as well as the proud, to the weak as well as 
to the strong, is the eternal preachment of religion 
and the highest practice of the hospital. 

The hospital must be efficient, but never imper- 
sonal. The hospital must heal, but never humiliate 
any human being. The hospital may make its money 
from the expensive rooms but its soul is saved in the 
free wards. The free dispensary is not an accidental 
appendage to a hospital; it is its historic origin. To 
be merciful to every human being is the mandate 
which its religious origin puts upon every hospital 
in the world. 


A later influence upon the character of the hospital, 
a newer element in the tradition which has formed 
it, is the tradition of science. Science is not as new, 
not as recent a tradition as some people lightly im- 
agine. We tend to overstress the modernity of 
science. The ancient Babylonians were first-rate 
astronomers. The Arabians were great mathemati- 
cians. But what is fairly modern about science is 
this: It is only in recent centuries that science has 
begun to transform the world. In antiquity science 
was a study; in modern times it is a ferment. The 
modern hospital has been transformed by science, by 
scientific technology, scientific inventions, scientific 
discoveries. The hospital is the beneficiary of 
science. But that is nothing exceptional. So is trans- 
portation. So is the building of our cities. So is 
every element, good and bad, of our modern life. 
There is nothing to boast about in being the bene- 
ficiary of science. But the hospital is indeed some- 
thing more. It is the teacher of science. To its 
nurses, to its medical interns, it transmits the practice 
and the wisdom that go into the development of the 
art of medicine. 


Hospitals as the Creators of Science 


But that is still not sufficient. The larger com- 
munity looks to you not only to be benefited by and 
to transmit science, but also to create science, to be 
the laboratory of scientific discovery. Where are 
discoveries made in modern science? In the labora- 
tories of great corporations, in the workshops of 
some of the heavily endowed foundations, but when- 
ever a medical discovery comes out of a hospital 
every heart rejoices. It is the right achievement 
from the right environment. For why not? In 
through the hospital doors come the sick, those 
wracked with pain and afraid of approaching death. 
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What more proper than that out of the pain of the 
world chonld’ come ite anodyne, out of a body of 
agony should come the word of release? The world 
expects the modern hospital to explore in the un- 
known, to discover new technics, to be a pathfinder 
in new lands, to be more than a receiver of science, 
to be a creator of new scientific truth. 


Psychology in the Hospital 

The latest influence in modern life, definitely more 
recent than religion and general science, is that baby 
of the sciences, psychology. In all the realm of 
scientific disciplines psychology is the youngest mem- 
ber of the family. It is strange that it should be so. 
It ought to have been the oldest because there is 
nothing with regard to which we are more interested 
and absorbed than our own consciousness. And yet 
the science of human consciousness was the latest, 
the last to be developed. Science began with the 
stars, as far as possible from human life, with 
astronomy, and then was dealing with inanimate 
matter, with geology, with physics, with biology, with 
sociology, and only recently has arrived at us as 
personalities. The progress of science is from the 
far to the near, from the star to the soul. 

Since psychology is new, it is still in the con- 
troversial stage, and therefore scientific men in other 
disciplines and physicians and hospital people have 
shied away from it and have abandoned mental heal- 
ing and mental hygiene, abandoned it to charlatans 
and to cultists, as if the mind and its fears and its 
hopes have no bearing upon the human body. 

The time has come for psychiatry to take its 
honored place in the group of medical divisions and 
for the hospital to attend to the question of the mood, 
the hopes, the dreams, the fears of its patients. It 
is a Clinical fact if a patient is afraid of the hospital, 
if he enters in terror, you know well that millions 
of common folk have a sense of horror at the 
thought of hospitals; does not that fear affect their 
health and their possibility of recovery when they 
are sick? 

But let us for a moment forget the ignorant folk 
who are just blindly afraid. Let us consider the 
more intelligent middle class. They, too, are in a 
psychotic state. They, too, are afraid of hospitals. 
It is a different sort of fear. They are afraid that 
a spell of sickness in the hospital will consume their 
savings and leave them impoverished. That brings 
you squarely against the problem which you have 
undoubtedly debated at this session and will debate 
for many sessions to come—the troublesome and in- 
escapable problem of medical economics. Who do 
you think will solve that problem? Not the physi- 
cian! He cannot. He is helpless. A young doctor 
is working through his first year to pay the debts 





that he has incurred by his education. An older 
doctor is justly concerned most with maintaining the 
personal, patient-pnysician relationship so essentiai 
to a highly personalized art. It is only the hospital, 
which is already a social institution and at the same 
time understands the medical point of view, which 
will some day solve this problem. If you do not 
solve it, nobody will. 

As long as your patients are terrified, you have 
one long obstacle to overcome in their cure. The 
psychic state of the patient must become one of the 
central concerns of hospitals so that people may go 
into its doors with a sense of throwing down a 
burden and being safe at last. To the credit of 
modern hospitals, be it said that many of the old 
fears are being dissipated by more intelligent recep- 
tion of patients, more intelligent handling of them in 
the hospital. 


A proof of the psychic significance of the modern 
hospital came to light quite recently. During the 
Pittsburgh flood the hospitals for one day at least 
could not be reached by telephone and had no electric 
light. I presume it would be possible to calculate 
what physical harm this shutting off of the hospitals 
did, how many people needed operations and did not 
get them in time. The physical harm which the 
virtual closing of the hospitals occasioned can per- 
haps be measured, but you can never measure how 
many tens of thousands of people were terrified at 
the thought that they could not reach a hospital. That 
night, those two nights, every pain was a source of 
terror. You might as well be in a wilderness with 
no help and no hope. Two days later, when those 
hospitals were accessible again, no one will measure 
the reassurance, the confidence which spread over 
Pittsburgh. Hundreds of thousands of people felt 
safe again—the hospitals could be reached again! 
That is the function of the hospital—to be the source 
of confidence in a modern community. 


Plato’s idea is truly classic. As truly as in his 
day, every institution must root its function in its 
character. The same idea has recurred in many 
literatures. It is beautifully stated in the Book of 
Common Prayer. That famous book insists that 
outward deeds depend upon inner personality. It 
defines a sacrament as follows: “An outward visible 
form of an inward spiritual grace.” 


The inward spiritual grace of the modern hospital, 
its essential character, is clear from the traditional 
influences which have created it. Because of its 
religious influence it must be the abode of unfailing 
mercy. From its scientific influence it must be a 
creative force of constant discovery; and from the 
new psychiatric influence it must be a citadel of 
confidence, a fortress of courage in. the modern 
world. 






The Adequate Care of Patients from 
Standpoint of the Medical Staff 


JAMES G. CARR, M.D. 


Chief, Department of Medicine, Evanston Hospital, Evanston, Illinois 


ee CARE OF THE PATIENT may be 
defined as that care which gives to the patient the 
utmost opportunity for recovery, or in the case of 
hopeless disease, the greatest possible relief from 
pain and protection from anxiety. To a certain 
degree, such an ideal is a “counsel of perfection ;” 
nevertheless, it should be the objective of all those 
who are engaged in the direction, the management, 
and the other activities of hospital work. To enum- 
erate and discuss all that the term “adequate care” 
implies would be vain repetition; it is intended here 
to point out only certain features of our work. 


Two Classes of Patients Receive Adequate Care 

Two classes of patients in our hospitals receive 
care which may be accepted as essentially adequate. 
The well-to-do patient is able to obtain in a properly 
equipped hospital the material benefits of modern 
methods in medicine and nursing; he is assured of 
the personal interest of those engaged in his care. 
The patient in an endowed bed to whom free service 
is given is likely to receive all the material advan- 
tages which modern medicine can provide; the per- 
sonal attention and interest, which mean so much to 
one who is sick, largely depends upon the training 
and character, the sympathy and understanding, of 
all those rendering hospital services. Unfortunately, 
neither individuals nor groups are likely to provide 
consistently these intangibles, so significant to the 
sick person. In the conduct of ward service, habitu- 
ation, in spite of earnest efforts, too commonly breeds 
a routine which, outwardly efficient, becomes in- 
different. 


Adequate Care for Patients in Moderate 
Circumstances 
Between these two groups is the largest group of 
all, made up of patients in moderate circumstances, 
to whom illness is a calamity which may often 
threaten the independence or the social status of the 
family. Here we are dealing with people who know 
much, perhaps believe more than is true, of the ma- 


terial progress of medicine, its capacity to discover 
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disease, to relieve pain, often to assure recovery. 
But scientific medicine is expensive, as are also hos- 
pital rooms and nurses. Hence comes anxiety on 
the part of the family or the patient lest something 
important be left undone, and equal anxiety as to 
how the cost of many diagnostic and therapeutic 
procedures, which are often imperative, can be met. 
Adequate care of the patient demands the use of 
many of the modern diagnostic and therapeutic pro- 
cedures, so often expensive, which may give the 
patient the only chance for restoration to health or 
protection from pain. The sense that one must do 
without the help from such methods is discouraging 
to the family and the patient; it is a real factor in 
the present criticism of the medical profession. 


We may point out as one important feature in the 
adequate care of the patient, the necessity for pro- 
viding to this large group the benefits of modern 
diagnostic procedures. It should be the aim of the 
hospital to make such arrangements for service of 
this type as will provide opportunity for every neces- 
sary technical procedure useful in the given case. It 
is true that this means expense, which must be met 
somehow. The x-ray and other mechanical aids to 
diagnosis, the various laboratory procedures, especial- 
ly the indispensable serological tests, frequent stool 
examinations, repeated study of the blood chemis- 
try, are essential to the diagnosis, hence to the ther- 
apy, of many cases. Modification of procedures 
now employed in establishing the charges for this 
work may justifiably be asked of those who admin- 
ister the hospitals; the material aids to medicine are 
of vital importance, although this importance may 
often be over-estimated by the public. Failure to 
put these procedures upon such a financial basis as 
will make them accessible to those who need them, 
constitutes one form of inadequate service to the 
sick. Is it not possible to adjust the scale of prices 
for this work to the price of the room accommoda- 
tions purchased by the patient? Such prices might 
vary from a peak charged to those who enjoy the 
comfort of the best rooms to a minimum, even at the 
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level of cost, charge to those in the cheaper rooms 
or the ward beds. Furthermore, the physician may 
and should contribute his share to the end of lessen- 
ing the burden upon the patient, by discrimination in 
his orders for technical diagnostic work. Adequate 
care of the patient requires the co-operation of the 
physician. Technical diagnostic methods should be 
put within the reach of self-respecting people what- 
ever their economic status. Hospital authorities and 
physicians are here confronted with a vital problem. 
The physician should not order work of this type 
unless it is necessary and then he should plan to 
have done what is necessary. Permitting the patient 
to pay for partial examinations of this type which 
are not adequate in the light of the clinical history, 
must be characterized as inadequate service. Diag- 
nostic procedures may be restricted in compliance 
with the judgment of the physician; procedures 
which come short of actual problems in the case, 
constitute an unjust charge upon the patient. 


Consultations 


The subject of consultation within the hospital 
presents another problem. The well-to-do patient is 
able to pay for the additional cost of necessary con- 
sultations ; the non-paying patient has at his disposal 
the services of the various consultants and special- 
ists connected with the hospital. Between these 
groups, the mass of patients already burdened by 
the unexpected expenses of an illness frequently 
forego consultations which might be of considerable 
value. We should find some way to meet this diffi- 
culty. Here again the consultation fee might be 
adjusted upon the basis of the hospital accommoda- 
tions which the patient has chosen. Where a good 
intern has already written an adequate history, and 
the necessary technical aids to diagnosis have been 
employed, the consultant finds his work made easy. 
Some agreement along the lines suggested should be 
worked out; it would be of benefit to the patient, to 
the physician in charge who often is desirous of an 
opinion from a colleague, and to the hospital, since 
it adds to the possibility that the patient will leave 
the hospital satisfied. One comment may be made 
here in connection with this subject of consultation. 
Particularly in the case of service patients, for whom 
consultations are free, there occasionally arises a 
situation in which actual responsibility for the 
patient is more or less lost. The house personnel are 
not quite sure just who is the physician in charge. 
Adequate care demands that one man accept respon- 
sibility for the management of every case. 


Atmosphere of Sympathy and Consideration 
Necessary 


Adequate care requires that, so far as possible, the 
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patient must be protected from noise; particularly 
does this apply to situations in the hospital. Loud 


talking in the halls is often a source of much annoy- 


ance to patients. A further requirement is good food, 
well cooked and attractively served. Too often the 
hospital is regarded as a place only for the treatment 
of the sick; it is about the care of the sick that we 
are now talking. Too often it is forgotten that the 
food is of the utmost importance to the patient, not 
the food taken into the room but that actually con- 
sumed by the patient. Medical care is thought of in 
the terms of an operation, or a serum, or a certain 
drug, while the taking of food is merely the continu- 
ation of a universal habit. The truth is that in a 
great many cases of various types, surgical, medical 
or what not, the diet is of the utmost importance. 
The patient must be tempted to take food in general, 
or of certain types, and much of the success of the 
treatment depends upon the tactfulness of the nurse 
in persuading the patient to take nourishment, 
whether a general diet or a special diet. Adequate 
care demands that every effort be made to make food 
attractive, to excite the patient’s appetite, and to 
obtain his co-operation in the taking of food. Though 
the operation has been skillfully done, though the 
diagnosis in a medical case has been accurate and 
profound, though the difficult case of childbirth has 
been carried through with entire success, there often 
remains for prompt and final recovery the humdrum 
business of persuading the patient to eat. And this 
is no mean problem for those in attendance. 


From the standpoint of one who directs a medical 
department the patient must have adequate care from 
the time an orderly leads the way to the room, 
through the days in which interns and nurses, tech- 
nical assistants and all those who render any service 
to the patient, until the moment of his discharge. 
We feel that in our problem of medical care are 
gathered all the functions of the hospital. Our work 
is merely the consummation of all that is done. In 
closing, I do want to emphasize that with all our 
efforts in the way of practice the results will approxi- 
mate the best that can be achieved, only when the 
institutional and impersonal attitude is absent. Any 
patient will do better in an atmosphere of sympathy 
than elsewhere. Sickness carries with itself a feel- 
ing of frustration and helplessness; anything that 
can be done by any of us to lessen or overcome this 
feeling, to give the patient fresh courage, to take 
his mind from his disease, any friendly action, or 
especial thoughtfulness, will be of help to the pa- 
tient. Though he may have the benefit of the most 
modern service and be under the professional care 
of the most skilful, no patient can have all to which 
he is entitled unless he is cared for in an atmosphere 
of sympathy and consideration. 





The Role of the Woman's Auxiliary 
in the Modern Hospital 


MRS. MORRIS FISHBEIN 
Chicago, Illinois 


I HAVE THE HONOR to be president of the 
Mothers’ Aid of the Chicago Lying-in Hospital and 
Dispensary. Any discussion I may make will obvious- 
ly be based on this experience. Nevertheless, I have 
for some years observed the work of women’s aux- 
iliaries in other hospitals, as well as the activities of 
committees concerned with the work of hospitals in 
other organizations, such as the Woman’s Club, the 
Chicago Woman’s Aid, medical auxiliaries, and vari- 
ous branches of the Junior League. 

The work of any auxiliary may be classified ac- 
cording to the benefits derived first, by the hospital ; 
second, by the patients; third, by the members. AI- 
though it is assumed that the woman who joins an 
auxiliary expects to realize but little for herself, yet 
the benefits that accrue to her are not to be ignored. 
There is the satisfaction of assisting those in need, 
to say nothing of the social side. Many women 
doing important work in the community today re- 
ceived their first public experience in hospital aux- 
iliaries and in clubs. 

The work and usefulness of such groups may 
also be classified according to the functions and to 
the fields in which they may be of service; namely, 
legislation, collection of funds, education, public 
relations, and volunteer medical service. 

Legislative Function 

The legislative function is definitely of benefit to 
the hospital, but of course also to the community as 
a whole. Any legislation detrimental to the medical 
profession should be opposed by the auxiliary, which 
will, no doubt, be guided in its actions by the liaison 
committee with the staff and with the Board of the 
hospital. In the same way, bills correctly promoting 
preventive medical measures should be supported. 
Especially important, for example, have been the 
bills opposing animal experimentation and_ those 
against ophthalmia neonatorum. 

We need not tell this group of the importance of 
animal experimentation in research and in the stand- 
ardization of vaccines and serums. You are, I be- 
lieve, fully acquainted also with the activities and 
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tactics of Irene Castle McLaughlin. You may also 
remember our sad experience in this state with ex- 
Governor Emerson when the Christian Scientists, 
by propaganda, influenced him to sign a bill which 
made the application of silver nitrate in the eyes of 
new born babes optional and not obligatory. 

We all know, because we have learned by experi- 
ence, that a protest from an individual citizen or 
even from a thousand may carry weight, but one 
telegram or letter from an organization of a thousand 
members usually gets real recognition. Bills con- 
cerned with hospital taxation, with the distribution 
of social security funds for maternal and infant care, 
for the care of the crippled, blind and hard of hear- 
ing should be familiar to every hospital group and 
should be carefully considered by them. Then only 
can we make certain that the funds are used as the 
law intended, not diverted to other purposes (roads). 
Just now the discontinuance of certain emergency 
relief organizations, and the selection of other dis- 
tribution agencies is of greater importance than most 
persons realize, especially to those whose hospitals 
obtain funds through such channels. By being alert 
and active in legislative matters, an auxiliary cannot 
help but be a distinct asset to the hespital, patients, 
and to the community. 

Before I continue, I would like to impress on you 
the importance of a liaison committee of the board 
and staff of the hospital, with which the auxiliary 
may feel free to consult at any time. This should be 
a close relationship. Doctors, nurses and the admin- 
istrator should, in person, bring reports to the aux- 
iliary, and enlightening programs should be given to 
educate the members. 

A better understanding and fuller co-operation 
would be obtained if every member, whether active 
or not, could become acquainted with the hospital, 
not only with its aims and functions as written in 
reports, but by actual visits. These members should 
know something of the hospital history, its routine, 
what type of institution it is, the amount of free 
work done, the amount of private work, who com- 
prise the staff, the cost of maintenance, etc. Just the 
other day, at a Board meeting of the Mothers’ Aid, 
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an officer asked Miss Braithwaite whether or not 
free work had been discontinued. 

Members should also be conversant with the medi- 
cal problems in the community and the extent to 
which their hospital participates in its solution. How 
many people in the community are receiving ade- 
quate medical service? Are suitable provisions being 
made for those who are able to pay only a part of the 
costs ? 

How can the auxiliary be helpful in solving these 
problems? The first step in solving any problem is 
to know the character and scope of the situation. 
When these are properly studied, they will have the 
effect of bringing to the hospital patients who other- 
wise might not come and of diverting to other insti- 
tutions patients who should properly be sent else- 
where. Such insight into hospital problems makes 
an auxiliary an asset to the Board and hospital rather 
than a burden. 


In such a way only can you have an intelligent 
group that assists rather than hinders, that boosts 
rather than interferes. 


Public Relations 


Extension work into other organizations and use 
of all the means of reaching the public as an audience 
is another function the auxiliary might easily and 
successfully undertake. Parent-teacher organizations 
are splendid mediums for reaching school children 
and their families. Radios and newspapers are usual- 
ly willing to cooperate to disseminate information 
and news, and the health committees of women’s 
clubs are always grateful for suggested lectures and 
invitations to assist in useful projects. Auxiliaries to 
be efficient should co-operate with community aux- 
iliaries and state associations. The value of such 
affiliations is stimulating. It permits not only of 
legitimate advertising, but promotes good will and 
gains support which every hospital can use. 


In this work advantage may be taken of numerous 
occasions already recognized locally, even nationally. 
For example, Child Health Day may be utilized to 
show what the hospital is doing for the child. Moth- 
er’s Day may be used to promote the obstetrical 
division; Cancer Week for lectures in clubs and on 
the radio; National Hospital Day to invite friends, 
contributors, and others to tour the hospital. These 
are only a few of the various special days and weeks 
associated with specific health or hospital problems 
which may be utilized. 


Funds 


The auxiliary may be useful in spreading good 
will for the hospital ; it may help to secure enactment 
of important legislation; it may assist in educating 
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many persons to the value of good health, but its 
chief function, from many points of view, is related 
to its ability to aid the finances of the hospital. The 
funds that are developed through membership are, I 
believe, the best means, because they are a perma- 
nent and dependable source of income. The encour- 
agement of life memberships is exceedingly desirable 
because of the stability they give the organization. 
Membership dues may be increased by the inclusion 
of specific funds—memorial, flower funds, birthday, 
milk, brace funds, nursing, free-bed, and many oth- 
ers. For instance, years before Mother’s Day became 
a national nuisance, the Mothers’ Aid inaugurated a 
“My Mother Fund,” at first to encourage men to 
affiliate and contribute in honor or in memory of 
their mothers. For years, until Mother’s Day became 
commercialized and other organizations included 
similar funds, this was a most lucrative source of 
income. Today it still adds hundreds of dollars to 
our treasury, and is the occasion for our annual 
luncheon meeting. ‘ 

Whenever the hospital has been in need of special 
funds, as, for instance, when the hospital was built 
on 51st Street, or when the new one was erected on 
the Midway, each time the Mothers’ Aid has under- 
taken to raise enough to pay for the Septic Pavilion. 
The building on 51st Street cost $85,000. The one 
on the Midway cost $382,000. It might be of inter- 
est to you to know that the Mothers’ Aid collected 
the $85,000 so quickly that the Septic Pavilion was 
built and used as the Lying-in long before the main 
building was erected. Another observation might 
also be of interest. Many of the contributions came 
from small clubs or societies, sentimentally organized 
to perpetuate the name of some deceased friend or 
relative. Usually, the purpose of such clubs is not 
beyond this, so that unless such groups affiliate with 
larger successful ones, they do not last long. We 
contacted many such organizations in the last drive 
that were as happy to contribute as we were to re- 
ceive. Their subscriptions have, in addition, meant 
more than just contributions, because many of such 
contributions have joined the Mothers’ Aid and have 
been splendid donors. One group every year supplies 
the social service department with a number of com- 
plete layettes and numerous articles of clothing. 


Usually the hospital board, staff, or administrator 
will find the auxiliary anxious to cooperate and 
always ready to give or raise funds for certain types 
of equipment not generally provided by the regular 
funds. And an auxiliary thrives on requests to 
assist in developing some hospital project. No task 
is ever too great, nor have I ever known a well or- 
ganized auxiliary to fail its board and hospital. The 
contributions may be small, but the number of don- 
ors will be greater, which, by the same logic, means 





the greater number of friends. Sometimes I have 
felt that it is almost as difficult to get contributions 
of $10.00 as it is $10,000, but I feel that the $10.00 
ones are important, because of the friends they 
create. One never knows when the person who 
gives $10.00 might give $10,000. 

Some of the greatest thrills I’ve ever had have 
been in collecting funds. I have always made it a 
rule never to go alone. Company gives one courage. 
Never shall I forget the time we went to see a gentle- 
man who we thought might give us $100.00. We 
came out with $2,000. But before he did this, he 
phoned his brother and we got another $1,000. In 
another instance, one man contributed, then sent us 
to each of his partners. In fact, we repeated this 
experience several times, which I believe proves that 
every contributor, whether member or donor, is a 
booster of the hospital and an asset to have and to 
keep. The Mothers’ Aid has given the hospital more 
than $6,000 a year for several years, and before that 
gave as much as $1,000 a month for more than a 
year. Besides this, it contributes specifically to the 
social service department, and has donated special 
equipment from time to time. 


Volunteers 


Last week I visited a large general hospital in the 
Middle West. As I was being shown about I asked 
the young woman in charge of social service whether 


or not they had volunteers. The tone of her “yes” 
made me inquire further. Needless to say that hos- 
pital does not have an organized volunteer service 
and does not know what it misses. 


A volunteer service is as good as its organization. 
To obtain the best results it should be organized 
according to specific services, and should be account- 
able to some one of the hospital staff. The volun- 
teers have specific duties to perform and today, with 
scarcity of funds, these are legion. 

I must say that for more than ten years I have 
dealt with volunteers and have found them efficient, 
earnest, conscientious, and helpful. I believe that 
they can be a nuisance, if they are not properly or- 
ganized, respected, or given real responsibilities — 
( Mayer.) 

In some hospitals, volunteers are given short 
training courses for particular services, which add 
to the efficiency of their labors. Some institutions 
have a paid worker in charge of volunteers, others 
like the Lying-in have committee chairmen, and one 
in charge of all. She is responsible to the head of 
the social service department and to the chairman of 
that committee of the board of the hospital. These 
volunteers act as guides when medical or social 
meetings are held at the hospital. (Important—when 
I tried to send a doctor to visit, another hospital told 


me to give 24 hours notice.) They act as hostesses— 
how important this is, most of us know—to have the 
right welcome at the front door. Some girls act as 
librarians, some type, some assist the doctors in gath- 
ering statistics, others drive cars for doctors and 
nurses to make home calls. Some assist in the admit- 
ting office and others help with the follow-up work. 
One young woman has helped a class of prospective 
mothers to plan and make simple garments for the 
baby. Still others make bandages and sew hospital 
supplies. The Mothers’ Aid has always made all of 
such supplies—about 200,000 bandages annually and 
thousands of other articles. (Monetary value nil but 
good will is priceless. ) 

This year we opened a shop such as I believe 
every hospital ought to have for the convenience of 
its patients, nursing and medical staff and visitors. 
This again is entirely manned by volunteers and is 
already proving a grand success. A few years ago 
the shop was opened with paid help. After several 
changes it was closed. With volunteers, we have 
personal interest, enthusiasm, and a will to put it 
over. We have also found that the happiest part of 
our membership is that which is actively engaged 
on some committee, particularly on the volunteer 
service. We do know that we have not as yet filled 
all the niches that can be competently filled by volun- 
teers which will add to the comfort of the patients 
and relieve the paid staff of some minute details 
which can be left to the volunteers. 


Conclusion 


I know I’m prejudiced. I like doctors and I think 
that medicine is about the finest of professions. I 
am not a nurse or laboratory technician, so I have 
to be a member of the auxiliary and a volunteer. 
True, I am a director of the hospital, but I am sure 
I got there only because of my interest in the Moth- 
ers’ Aid. 

I feel that auxiliaries should have an important 
place in every hospital organization. I feel that every . 
hospital organization should, moreover, promote that 
auxiliary and cooperate with it to the fullest extent. 
With the creation of a liaison committee, I feel sure 
that pitfalls can be avoided and that the greatest good 
can be obtained from this source of unlimited good 
intentions. 


——— 


The growth of civilization may be defined roughly 
as the process of the multiplication of human ways. 
There is one more new way that has been created by 
our increased productivity, namely the educational 
way. Education is a capacity for consumption which 
is wholly unlimited and wholly beneficient if wisely 
use. 
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Joint Hospital Fund Raising 


ELWOOD STREET 
Director of Public Welfare, Washington, D. C. 


I RECOGNIZE the invaluable service which hos- 
pitals render to the community. I realize that the hos- 
pital is the oldest form of organized charity, going 
back in its beginning to the days of ancient Greece. 
I feel that hospitals, of all of our charities, ought to 
be the easiest for which to raise money because the 
appeal for the care of the sick is one which can win 
the sympathy and the aid of almost anyone. 

Hospitals throughout the country which are not 
participating in joint money raising activities experi- 
ence difficulties for which joint action may be a rem- 
edy. Among these difficulties are: inadequate 
funds; limited number of contributors; inadequate 
use of both free, part pay, and pay hospital facilities ; 
and criticism on the part of the general public re- 
garding hospital costs, which often, because of lim- 
ited use of hospital facilities, are higher than they 
would be if the hospitals could be filled nearer to 
capacity. 


The Community Chest and Hospital Fund Raising 


I believe that the Community Chest is the best 
device for joint hospital fund raising because, in the 
first place, the more organizations you have in a 
joint financial campaign and the more you can elim- 
inate campaigns for funds the cheaper the joint cam- 
paign will be in money and effort. Moreover, a 
Community Chest campaign, including all legitimate 
appeals for funds, is an invaluable factor in promot- 
ing community morale. After all, community wel- 
fare is whole and inseparable and should be handled 
as a whole so far as possible. 

Yet, on the other hand, if the community has no 
Community Chest and none can be established, or if 
there are local reasons why the hospitals cannot or 
should not be members of the Community Chest, 
joint hospital fund raising is entirely feasible and 
infinitely better than trying to finance the hospitals 
through separate appeals for funds. 


Examples of Joint Hospital Fund Raising 


There are many examples of joint hospital fund 
raising. Perhaps the most distinguished in the coun- 
try is the United Hospital Fund of New York City 
which recently has had remarkable success. Another 
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example of joint hospital fund raising is the old time 
hospital Saturday and Sunday Associations which 
have been formed in many cities but which, in gen- 
eral, have not been adequate to meet the complete 
financial needs of the hospitals. 

A thorough going and well worked out plan of 
joint hospital fund raising has many advantages. 
Among them are: economy of expenses, for one 
joint appeal can be conducted much less expensively 
than separate appeals for funds; economy of effort 
on the part of volunteer workers ; the raising of more 
dollars in total than could be secured by separate ap- 
peals for funds; the securing of more givers; the 
development of better community understanding of 
hospitals and their problems; the better use of hos- 
pital facilities. 


Six Underlying Principles 

Six main principles underlie successful joint hos- 
pital fund raising. The first is competent budgeting. 
The campaign goal should be based upon a study 
of the needs of the hospitals and should be certified 
by competent citizens as representing the amount 
which is actually needed as the result of such a study. 
The second principle is designation. Contributors 
to the joint hospital fund should be allowed to desig- 
nate the amounts they wish to go to the participating 
hospitals up to the limit of the amounts approved for 
the budgets of each of the hospitals. The third prin- 
ciple is continuous interpretation. The services, the 
problems and the needs of the hospital should be 
brought before the public in every possible way, not 
only at campaign time but throughout the year. The 
fourth principle is the conduct of a powerful, well 
organized annual campaign in a limited period to 
cover the needs of a whole year. The fifth principle 
is continuous effort throughout the year to collect the 
amounts pledged during the campaign. The sixth 
principle which arises obviously from those already 
enunciated is the setting up and operation of a con- 
tinuing year round organization with an executive 
and a staff adequate to carry out the five previous 
principles. 


A Plan of Organization 


I venture to suggest a plan of organization which 
I believe would be effective for joint hospital fund 





raising in a community of any size. The joint hos- 
pital fund should be backed up by an Advisory 
. Committee of citizens representing, so far as pos- 
sible, all professional groups, all religions, all racial 
groups, all national groups, all neighborhoods, so 
that the whole community may feel that it has a 
stake in the success of the joint hospital fund. The 
fund, itself, should be a non-profit organization gov- 
erned by a Board of Trustees. That Board might 
consist of a board member and the superintendent, 
from each participating hospital, plus an equal num- 
ber of representative citizens elected by the contrib- 
utors to the hospital fund. To govern the organiza- 
tion between meetings of the trustees there should be 
an executive committee appointed by the president, 
with the approval of the Board of Trustees, plus the 
chairmen of the Standing Committees of the joint 
hospital fund. The officers would, of course, be the 
usual ones. Standing Committees should include, at 
least, one on budgeting and membership, one on pub- 
licity, and one on campaign. 


The Campaign Committee should plan and execute 
the strongest possible campaign for funds. That 
campaign should cover all of the metropolitan area 
of the community. It should have a Metropolitan 
Unit which would solicit that whole area on the basis 
of prospect cards of citizens who were thought to 
be able to contribute say, $5.00 or more a year, plus 
solicitation of all smaller businesses and their em- 
ployees, plus house to house solicitation in the 
wealthier residential area. In addition to the Metro- 
politan Unit there should be a Group Solicitation 
Unit which would solicit pledges, with payments to 
be made, where possible, on the basis of pay roll de- 
duction, from employees of all firms employing ten 
or more people. This Group Solicitation Unit could 
be organized either on a territorial basis or, if there 
is a strong feeling of trade interest, on a functional 
basis, corresponding to the various lines of business. 
In addition there should be a Special Gift Unit which 
would solicit the gifts of persons able to give, say 
$100.00 or more a year on a highly individualized 
basis. These special gifts, however, should be re-al- 
located to the Metropolitan and Group Solicitation 
Units so that the team which would have received 
credit for the gifts, if there had been no Special Gift 
Unit, may receive that credit. 


The general organization should be of the military 
type with the chairman getting his vice chairmen, 
they getting their assistants and so on down to the 
team captains who would be responsible for their 
own workers. Each establishment in the Group So- 
licitation Unit should have a keyman who would be 
responsible for solicitation and for collection during 
the year. 


Quotas should be set up for all of the sub-divisions 
of the campaign down to the individual establish- 
ments in the Group Solicitation Unit, and the results 
of solicitation should be published in terms of per- 
centages secured of these quotas day by day during 
the campaign. Thus each sub-division of the cam- 
paign can be held to its responsibility and given 
credit for its results. 


The Publicity Part of the Campaign 

While the Publicity Campaign should be intensive 
at the time of the Joint Financial Campaign, it 
should continue in lessened degree throughout the 
year by providing suitable material regarding the 
hospitals and their services for the newspapers; 
through arranging for speeches before all available 
community groups ; through radio talks ; through the 
publication, perhaps, of a house organ for inter- 
ested persons; through arranging trips to the insti- 
tutions by interested groups and through an infinite 
variety of other ways possible to a resourceful pub- 
licity director. The Director should be backed by an 
able publicity committee, representative of the vari- 
ous channels of interpretation, which would advise 
on publicity procedure throughout the year. 


The Budget Committee 

The Budget Committee should be a competent and 
respected group of citizens who would study the 
needs of the hospitals and recommend the amounts 
to be raised and, after the campaign, the amounts 
to be paid to the member hospitals. This budgeting 
and payment could be either on the basis of total 
expenses of the hospital, as approved by the Budget 
Committee minus the anticipated income from earn- 
ings, endowments, and state subsidy, with the deficit, 
as approved, being the amount which should be 
raised; or, on the other hand, payment might be 
made to the member hospitals up to the maximum 
agreed upon amount on the basis of the services 
actually rendered at an agreed upon cost per patient 
per day minus payments made in his behalf, if he is 
a part-pay patient. It might be provided that the 
Joint Hospital Fund would establish a Central Ad- 
mitting Bureau for Hospitals through which all cases 
which were to be charged to the Joint Hospital Fund 
would have to be cleared before payment was author- 
ized. The Budget Committee could also serve as 
Membership Committee, to admit hospitals to mem- 
bership in the fund. 

This suggests that the Joint Hospital Fund might 
set up a number of supporting and cooperative serv- 
ices which would be of mutual benefit to the hos- 
pitals. Among them would be the Central Admitting 
Bureau for Hospitals just mentioned, which not only 
would certify cases for free and part pay treatment 
but also would indicate the amounts which could be 
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paid by part-pay patients. Another supporting serv- 
ice would be group hospitalization, which, as you 
all know, is a form of insurance for hospital care 
which has worked out extraordinarily well in a large 
number of communities. The Washington Group 
Hospitalization plan, for example, has over 18,000 
members in a city of one-half million population. 
Another joint endeavor might be a central collection 
bureau which would endeavor to collect for the mem- 
ber hospitals payments due from pay patients. It 
would arrange for payment for hospital care on the 
installment plan. It would also handle collections 
for part-pay patients which had been certified by the 
Central Admitting Bureau for Hospitals. Yet an- 
other central service might be a registration of per- 
sons willing to give blood transfusions on both a pay 
and volunteer basis. Still another facility would be 
central purchasing. A further one would be central 


planning for the development of the hospital facili- 
ties of the community and for conference on common 
problems, through a hospital council. 


More Funds at Less Cost 


All of these suggestions lead to the conclusion that 
joint hospital fund raising can have very definite 
advantages of providing more funds at less cost from 
more givers than central funds and separate fund 
raising ; that it will promote greater use of the hos- 
pital; that it will bring about better understanding 
on the part of the community and better cooperation 
from all community agencies ; and that joint hospital 
fund raising can be the starting point for other forms 
of cooperation. All this leads to the fundamental 
and wholly desirable end that the care of the sick of 
the community shall be seen as a whole and handled 
as a whole. 


Laboratories of the Small Hospital 


JEAN D. CRUICKSHANK, R.N. 
Superintendent, Theda Clark Memorial Hospital, Neenah, Wisconsin 


Basser in the clinical care of hospital 
patients cannot rise above facilities and standards of 
the departments that must often assist in determin- 
ing the diagnosis and condition of the patient on ad- 
mission to the hospital, and the progress of his dis- 
ease during his occupancy. 

A small hospital is equally as responsible as a 
large one in the care and treatment of the patient. 
It should be equipped with the proper laboratory 
facilities and staffed with a capable personnel to do 
the required clinical work. Frequently the diagnosis 
of the disease, which may involve the performance 
of a major operation, rests with the results of the 
test performed by the laboratory technician. 

The technician in a small hospital is expected to 
carry out a diversified range of laboratory tests, 
whereas, in a large hospital she probably would be 
required to render a more specialized service. It is 
therefore essential that the technician in a small hos- 
pital is well prepared and competent. It is advisable 
that she is a college graduate and a registered tech- 
nician, also that she has served an apprenticeship of 
at least six months, or had the required experience 
under the supervision of a pathologist. In a small 
hospital she must be capable of doing satisfactory 
work in bacteriology, parasitology, histology, serol- 
ogy, haematology, chemical and morphological ex- 
amination of body fluids, exudates, transudates, and 
excreta. She should be competent to do metabolism 
and electrocardigraph tests. 
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The hospital I represent employs a part-time 
pathologist who is responsible for the examination 
of all tissues removed at operation. He likewise per- 
forms the autopsies and attends the monthly staff 
meetings where he discusses his microscopic findings. 
The technician also consults him when in doubt re- 
garding bacteriological tests. 

We charge a flat laboratory fee of three dollars 
for medical and surgical cases. This includes urinal- 
ysis, complete blood count, and Wasserman test. 
Obstetrical cases pay two dollars, the blood count be- 
ing omitted unless requested by the physician. Co- 
agulation tests are done free of charge. Extra 
charges are made for special tests. If tests are re- 
peated half rate is charged and a further reduction 
is made if there is considerable laboratory work done. 


X-Ray Department 


In the past our x-ray was owned and operated by 
a roentgenologist who made his own collections. We 
supplied the room and current, and the nurse in at- 
tendance. We paid the expenses and received ten 
per cent of the receipts. 

The hospital has just completed the installation of 
new x-ray equipment consisting of radiograph, 
fluoroscope, and superficial therapy. The roentgen- 
ologist is employed part time and receives fifty per 
cent of the gross receipts plus extra for night service. 
The hospital is responsible for all expenses in con- 
nection with the department. 





Group Hospitalization as the 
Doctor Sees It 


SAMUEL R. HAYTHORN, M.D. 
Department of Pathology, Allegheny General Hospital 


L. MAY BE SAID in the beginning that the doc- 
tor has no objection to a pre-payment plan for hos- 
pital care as long as medical services are not in- 
cluded. He does object, however, to plans for sick- 
ness service for which payment is provided from an 
insurance fund, since he is convinced that such plans 
are a menace to the “private practice of medicine” 
and because he knows that “private practice” is the 
best sickness service that can be given to the public, 
both from his own and from his patient’s stand- 
points. In instances where physicians and group 
hospitalization managers have clashed, the centers 
of contention have been about the inclusion of cer- 
tain forms of medical service ordinarily supplied to 
private patients for an additional fee. 


The first continuously successful group hospital 
plan was begun as a philanthropic measure at Bay- 
lor University Hospital in Dallas, Texas, about five 
years ago. It became popular so rapidly that insur- 
ance companies entered the field at once for pure 
profit and cities all over the country were besieged 
by agents seeking to establish similar plans. At this 
point, the American Medical Association and the 
American Hospital Association both called attention 
to the unnecessarily high rates asked by these com- 
mercial enterprises and advocated the establishment 
of plans for hospital budgeting, to be conducted by 
the hospitals themselves. In a recent paper by C. 
Rufus Rorem, Ph.D., Consultant on Group Hospital- 
ization for the American Hospital Association, it is 
stated that there are at present group hospitalization 
plans operating in 65 cities with 500 participating 
hospitals and over 300,000 subscribers. 

Some weeks ago it was the privilege of several 
of us to visit three large cities where pre-payment 
plans for hospital care are in practice and to study 
the plans both from the data on hand in the Execu- 
tive Offices and from the opinions of individual 
physicians who had had cases in hospitals under the 
plans. We found nothing in any of these com- 
munities to indicate that group hospitalization as 
practiced was not being operated with the full con- 
sent and approval of organized medicine and with 
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the co-operation of general practitioners as indi- 
viduals. We did find a great deal of variation in 
the amount of medical service included. In fact the 
only plan, we observed that did not conflict with the 
opinions of the medical profession was the one in 
operation in the District of Columbia where no pro- 
fessional services are included. 


The Attitude of Organized Medicine on the 
Inclusion of Sickness Service 


Some groups which have had group hospital plans 
under consideration have questioned the attitude of 
organized medicine on its position with reference 
to excluding sickness service, but a brief review of 
the facts may show that it is to the advantage of 
hospitals to support the doctors in their en- 
deavor to protect “private practice.” The success 
of any hospital depends largely upon the capabili- 
ties and reputations of the physicians and surgeons 
who make up its staff. Likewise the practice of 
medicine and surgery has reached a point where it 
is utter folly to try to treat certain cases in the 
home if adequate hospital facilities are available. 
The quality of care that the co-operative efforts of 
the staff personnel and the hospital management 
supplies to the public is the chief thing that estab- 
lishes the position of a given hospital in the com- 
munity and that makes it the one of choice, or not, 
as the case may be. The economic success of medi- 
cal and ‘hospital services is dependent upon each 
other, yet when it comes to supplying them they 
must be sharply differentiated and paid for sep- 
arately. 

In these days of “Social! Security” discussions, of 
many insurance promotion schemes, and of stand- 
ardization (popularly called regimentation), efforts 
have been made to include the doctor and make him 
supply sickness service “whether he will or no.” 
But sickness service cannot be government in- 
spected, hermetically sealed and set upon the shelf 
for future wholesale dispensation. There is, in 
fact, no commodity less likely to be successfully 
regimented than the practice of medicine, two very 
important reasons being that there is no way of 
making any two doctors of equal value to patients, 
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and there are no two patients with exactly the same 
backgrounds to withstand disease. 

Take, for example, two healthy young men and 
give them equal gymnastic training and we are not 
surprised when one becomes a football player and 
the other an expert at tennis. We explain the out- 
come on the basis of their tastes and physical quali- 
fications and let it go at that. On the other hand, 
take two intelligent young men, send them to the 
same medical school, intern them in the same hos- 
pital, and still they cannot be made equally good 
doctors. Their intellectual qualifications may be of 
the same level, but they will differ in acuteness of 
reaction time, memory, temperament, self control, 
and perhaps most of all in good judgment. Give 
them an equal chance and yet one will rise to 
greater heights and should be entitled to greater 
compensation. 

Take two adult patients with the same acute in- 
fection, one may recover with little or no medical 
attention, while the other requires all the skill that 
can be brought to his aid. We speak of “resistance” 
but we do not know exactly what it means. We 
do know that each patient, in addition to his present 
illness, is the combination of his mental state, his 
endocrine balance, the results of his dietary prefer- 
ences and his undesirable habits, and the accumula- 
tion of all of the scars of his previous illnesses and 
accidents. In either case he is entitled to special 
study and individual attention. 


The American Medical Association’s Ten Points 


With the full appreciation of these facts before 
them, the American Medical Association has adopted 
“Ten Points for the Distribution of Sickness Serv- 


’ 


ice.” Since many of the points are directly perti- 
nent to group hospitalization, they are given here: 

FIRST: All features of medical service in any 
method of medical practice should be under the con- 
trol of the medical profession. No other body or 
individual is legally or educationally equipped to 
exercise such control. 

SECOND: No third party must be permitted 
to come between the patient and his physician in 
any medical relation. All responsibility for the 
character of medical service must be borne by the 
medical profession. 

THIRD: Patients must have absolute freedom 
to choose a legally qualified doctor of medicine who 
will serve them from among all those qualified to 
practice and who are willing to give service. 

FOURTH: The method of giving the service 
must retain a permanent confidential relation be- 
tween the patient and a “family physician.” This 
relation must be the fundamental and dominating 
feature of any system. 
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FIFTH: All medical phases of all institutions 
involved in the medical service should be under pro- 
fessional control, it being understood that the hos- 
pital service and medical service should be consid- 
ered separately. These institutions are but expan- 
sions of the equipment of the physician. He is the 
only one whom the laws of all nations recognize as 
competent to use them in the delivery of service. 
The medical profession alone can determine the 
adequacy and character of such institutions. Their 
value depends on their operation according to medi- 
cal standards. 


SIXTH: However the cost of medical service 
may be distributed, the immediate cost should be 
borne by the patient if able to pay at the time the 
service is rendered. 

SEVENTH: Medical service must have no con- 
nection with any cash benefits. 


EIGHTH: Any form of medical service should 
include within its scope all legally qualified doctors 
of medicine of the locality covered by its operation 


who wish to give service under the conditions estab- 
lished. 


NINTH: Systems for the relief of low income 
classes should be limited strictly to those below the 
“comfort level” standard of incomes. 

TENTH: There should be no restrictions on 
treatment or prescribing not formulated and en- 
forced by the organized medical profession. 


The author wishes it understood that the follow- 
ing comments on the “ten points” are his own and 
that they may not in any way be representative of 
the general medical viewpoint. 


As far as the first point is concerned, it seems to 
present no conflict with any of the group hospital- 
ization plans which have been studied by our 
group. 

The second point does cause a conflict, at least 
technically, with every group hospital plan which 
furnishes anesthesia, laboratory service, or x-ray 
service. 


Many of the plans furnish anesthesia without ad- 
ditional charge to the patient if the anesthetic is ad- 
ministered by a salaried employe of the hospital. 
Such a plan places the hospital in the position of a 
third person furnishing a medical service to the 
patient and at the same time forces the attending 
surgeon to accept the ethical responsibility for the 
breach. The law already holds him legally account- 
able for the quality of the anesthetist as well as re- 
sponsible for the manner and care with which the 
anesthetic is given. In one city our group was told 
that non-medical anesthetists were used generally in 
the hospitals, because there were not enough doctors 
who cared to take up the work. 








While the amount of laboratory work. included 
varies from city to city, it is doubtful if any lab- 
oratory tests other than urines and blood counts can 
be included without violating Point No. 2, it being 
a common practice, particularly in hospitals outside 
of Pennsylvania, to have these tests made by in- 
terns. All sorts of schemes have been put into ef- 
fect to avoid this limitation. In some places an ef- 
fort has been made to separate professional labora- 
tory service from technical service. The subscriber 
is allowed the tests performed by non-medical tech- 
nical assistants under the plan, but a bill is sent 
when the pathologist is called in to make an inter- 
pretation for his benefit. Hardly anything could be 
more unfair to all concerned than such an arrange- 
ment. If the test is not supervised in the first place, 
the results may be entirely erroneous and no inter- 
pretation by anyone can correct the discrepancy. 


The Importance of Approved Laboratory Service 


Professional and technical procedures cannot be 
divorced in the laboratory any more than doctors 
can be divided into those permitted to prescribe 
drugs and those allowed only to operate. Either a 
laboratory test is useful in differential diagnosis and 
in the control of treatment, or it is not. In any 
case, its value depends upon its accuracy which in 
turn depends upon the method used, the cleanliness 
of the apparatus, the dependability of the standard 
solutions, an appreciation of the normal limits and 
some idea of what the pathologic variations signify. 
A concrete example of what is meant here came to 
my attention a short time ago. A chemical test of 
the less common variety had been going along satis- 
factorily for some time in the hands of a compe- 
tent technical assistant. Suddenly three unusually 
high tests came through. They gave the technical 
assistant no concern, but the medical head of that 
department caught them at once, investigated the 
cases in the wards, checked the tests on known nor- 
mal persons and found the difficulty in a deterio- 
rated standard solution. It is true that the clini- 
cians might have noted the mistakes if all had gone 
to one doctor, but in this instance one report went 
to each of three, and gave rise to erroneous con- 
clusions in each instance. 


Some of the smaller hospitals conduct laboratories 
without medical supervision and though the tech- 
nicians which are employed be ever so earnest, they 
do not have the preparation to install new methods, 
appreciate minor variations or to seek out sources 
of error in their results. The hospitals may be do- 
ing the best they can under the circumstances, but 
none the Jess, their patients are out of luck. Ade- 
quate laboratory service is not divisible into per- 


formance and interpretation, since daily supervision 
is the thing that makes interpretation possible. 

At a meeting of the Secretaries of County Medi- 
cal Societies in Harrisburg, December 10, 1935, Dr. 
R. G. Leland, Director of the Bureau of Economics 
of the American Medical Association, discussed 
group hospitalization. His remarks with reference 
to clinical pathology as contained in a stenographic 
report are quoted here: “You know as well as I 
that one of the foundations of the practice of medi- 
cine is pathology and know that field is becoming 
less and less attractive to young men. I am won- 
dering if the time will come when clinical patholo- 
gists fall into the discard. It will be a sorry time 
for medicine and worse for the public when we find 
clinical pathology so sparsely covered that the prac- 
tice of medicine is deficient therein. The hospitals 
have practically taken over that field. In some 
places also the anesthetics and x-rays. This con- 
stitutes one of the gravest dangers of group hospital 
ideas, that is, not being able at present to confine 
itself to its proper limitations.” 

So far as Allegheny County is concerned, almost 
all of the hospitals conduct their own laboratories, 
employ the laboratory personnel on a salary basis, 
and have a system of laboratory charges, which 
vary in details, but are in the main satisfactory. 
Under these arrangements, the financial effect upon 
the physicians working in local laboratories is hardly 
likely to be changed by group hospitalization. 

Practically the same condition holds for x-ray lab- 
oratories as that found in general laboratories. In 
Cleveland, technical x-ray is given. If the sub- 
scriber’s attending physician is capable of interpret- 
ing the radiograms, the charge is covered by the in- 
surance fund. If the radiologist’s advice is sought, 
the radiologist sends a bill to the subscriber just as 
he would to any private patient. In Washington, 
no x-ray work of any kind is included under the 
benefits. 


The Free Choice of a Physician 


The third point, which provides free choice of 
physician, has given rise to some difficulties where 
ward accommodations are furnished instead of semi- 
private rooms, since the wards of so-called closed 
hospitals are not available to all physicians legally 
authorized to practice. In some cases, pay-wards 
separate from general wards have been opened for 
insured cases and the hospitals under the plans have 
generally created large courtesy staffs of physicians 
who are permitted to treat patients under the pre- 
payment plan. Not only free choice of physician 
but also free choice of hospital is now provided 
under most of the plans, unless one hospital only is 
available in the community. 
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The fourth point relative to confidential relation- 
ships does not seem to be disturbed by group hos- 
pitalization. 


The fifth point, which directs medical supervision 
of medical service in hospitals, appears to be even 
more thoroughly carried out in group hospitaliza- 
tion plans than in hospitals generally, since nearly 
all of the pre-payment hospital service organizations 
have provided for doctors as members of their 
Boards of Directors. 


The sixth point concerning the payment for medi- 
cal service apparently refers to professional services 
apart from hospital care. 


The seventh point is extremely important to all 
group hospitalization plans as it excludes all cash 
benefits and is thus in contrast to the benefits of 
commercial health insurance companies. The sev- 
enth point also excludes subscribers from participa- 
tion in refunds from accumulated surpluses, as has 
been suggested in some communities. 


The eighth point appears to be complied with, by 
the creation of courtesy staffs as already has been 
mentioned, and the ninth and tenth points need not 
hamper any of the plans which are now operating 
or under consideration. 


In addition to the provisions of the above ten 
points, the American Hospital Association have es- 
tablished certain principles for the guidance of com- 
munities contemplating the adoption of group hos- 
pital pre-payment plans and have included, in addi- 
tion to the items already discussed, non-profit spon- 
sorship, community and professional representation, 
economic soundness, and ethical promotion and 
sponsorship. 


Where the above precautions have been followed, 
the plans have, as a rule, succeeded and have had 
the approval of the medical societies of their dis- 
tricts. Still, the question is asked repeatedly, how 
the physician himself is affected. One of the com- 
mon answers is that after the hospital bill is out of 
the way, the patient has more money left to pay the 
doctor bill. In the discussion already cited, Dr. Le- 
land said, “I believe that the argument of more 
prompt payment to doctors is wrong. In many in- 
stances release from payment of hospital bills will 
be taken as a chance to make a payment on an au- 
tomobile or a radio. I do not think it will be di- 
verted into the physician’s pocket.”” Dr. Rorem (loc. 
cit.) on the other hand quotes Dr. F. W. Scatena 
of Sacramento as saying that he can “vouch for the 
fact that he and 83 members of the staff of his hos- 
pital, during three years’ experience with the pre- 
payment plan, have found it easier to charge and 
collect fees from members of the Association. Mr. 
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Van Dyk submitted numerous letters from physi- 
cians in New York for the inspection of our com- 
mittee, all of which expressed the latter view. 


Dr. Rorem further quoted lettrse from 29 physi- 
cians, representing cities where group hospitalization 
is in vogue, ranging from New York to San Fran- 
cisco and from St. Paul to New Orleans, Points made 
in these various letters included statements to the 
effect that the plan was in favor because it did not 
disturb the usual relations between doctor and pa- 
tient ; that bills were more easily collected; that the 
plan was of great aid to the doctor when he had 
a patient that ought to be hospitalized and did not 
feel that he could afford it; that it relieved patients 
of the worry over the hospital bill and permitted 
them to remain an extra day or two for rest and 
further treatment and in this way became an actual 
therapeutic measure. Other letters emphasized the 
great benefits to persons of limited means, who by 
budgeting their hospital bills were able to obtain 
hospital care that they would have been forced to 
do without unless they were willing to accept char- 
ity. 


In Cleveland, New York, and Washington the 
group hospitalization plans have been approved by 
the medical societies. In Cleveland, members of the 
Academy of Medicine are on the Board of Trustees 
and a considerable number of physician-members 
are insured under the plan. Dr. George E. Follans- 
bee, chairman of the Judiciary Committee of the 
American Medical Association is a member of the 
Board and is favorable to the plan as it exists in 
Cleveland. 


In several: instances considerable reserve funds 
have been accumulated by Hospital Service Asso- 
ciations and since they are organized as non-profit 
sharing corporations the question of what is to be 
done with surpluses is giving the doctor some con- 
cern. In one questionnaire which I examined I 
found the question, “What are the chances of hos- 
pital insurance associations in the future furnish- 
ing entire medical care?” The answer to this de- 
pends upon the doctors themselves if the question 
ever actually arises. 


Finally the doctor is uneasy as to whether or not 
group hospital insurance will prove an entering 
wedge for socialized medicine. The following quo- 
tation from a personal communication from Dr. 
Follansbee bears on the point: “I do think the plan 
of group hospital insurance is a dangerous one, but 
I feel the control of abuses is so much in the phy- 
sicians’ hands that if the scheme runs away with 
the medical profession, it is the medical profession’s 
own fault.” Dr. E. B. McKinley of Washington 





said in substance that he favors group hospitaliza- 
tion because it is a great boon to a large number 
of citizens, because it does not disturb the relations 
between doctor and patient, and because it does 
not decrease the standards of medical care. He 
thought that by conceding the plan, the medical pro- 
fession would strengthen its position against social- 
ized medicine which unquestionably does disturb the 
relations between doctor and patient and does lower 
the standards of medical care. ; 
Numerous other opinions on this point were ex- 


pressed by various doctors, but on the whole the 
feeling appeared to be that the two projects are 
separate and distinct. Extreme care must be used 
in publicising group hospitalization plans to empha- 
size the fact that the plan provides hospital care as 
benefits, and that medical services are not included. 
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Noah’‘s Log—A. D. 1936 
of the Springfield Hospital 


EUGENE WALKER, M.D., C.M. ; 
Superintendent, Springfield Hospital, Springfield, Massachusetts 


L. WAS NOT the eighteenth of April in ’75 but 
Wednesday the eighteenth of March in 1936 when 
at about seven o’clock in the evening there came a 
radio warning to the residents of the Plainfield 
Street section that the waters of the Connecticut 
were rising and the danger of flood imminent. All 
unable to find refuge with friends were told to go 
to the Chestnut Street School. Later came other 
warnings: “the Vernon Dam has collapsed,” “the 
water over the Turners Falls Dam is rising’ and 
“the Connecticut is rising at the rate of five inches 
an hour.” Still with us here all was well. 


At four o’clock on Thursday morning there came 
to my home on Cunningham Street a small family of 
refugees driven from their home on Douglas Street 
(below the hospital), asking if they might rest on 
the veranda out of the rain. We took them in and 
as soon as I had dressed I drove the man, his wife 
and six weeks’ old baby in my car to their destina- 
tion. My next stop was at the hospital where I 
found all hands working at top speed admitting vic- 
tims of the flood. Pressure was strong throughout 
the house and in one unit seven admissions had al- 
most caused the collapse of the student nurse who 
was on duty. 


Our superintendent of nurses, one of our head 
nurses and an instructor were loaned to the Red 
Cross and a part-time admitting officer was trans- 
ferred from her part-time work in the record room 
to full-time duty in the admitting office. 


During the morning we put up, for the Red Cross, 
twelve sets of splints, bandages, dressings, boric acid 
ointment, aromatic spirits of ammonia, and iodine. 


Preparing for the Emergency 


We turned our attention to supplies in order 
to be prepared to meet whatever the days might 
bring and despatched the truck to make collections. 
We checked the condition of our lanterns, added to 
our stock of candles, looked over the canned goods 
shelves and rounded up an emergency supply of 
oxygen. Beds were set up, mattresses taken from 
the nurses’ home and class room; and Chapin wing 
was prepared so that it would be available if needed. 

During Thursday morning water was slowly but 
surely coming up Dover Street and about noon 
things did not look too well from my window. The 
engineering force was called into consultation and it 
was decided to be prepared to fight the chance of 
water coming into the power plant. A steam pump 
which had been out of use for five years or more 
was brought out, carried to the boiler room and set 
up—all within a space of two hours. Plans were 
laid also for caulking windows and making sand 
bags ready for use. 

On Wednesday evening between six o'clock and 
midnight we admitted thirteen refugees and of the 
thirty-six admissions from midnight to midnight on 
Thursday, thirty were flood victims. Bookings for 
all other patients whose treatment could be post- 
poned were cancelled. Thursday night saw every- 
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thing going along nicely and except for over- 
crowding in the wards and sunrooms one would 
notice nothing out of the ordinary. 


When Light and Power Failed 


Friday morning, however, told a different story. 
At 4:30 the electric lights and power went off. Our 
battery system was immediately put into use to care 
for the operating room, exit and night lights; and 
candles and lanterns filled in for the few hours to 
daylight. All operations were cancelled and the 
operating room force and the housemen went to the 
assistance of the dietary department. One of the 
dietitians had set her alarm for 5:00 a. m. feeling 
that, should the electricity fail, an early arrival would 
give time for revamping the menus with changes to 
foods that could be cooked by steam. This was done 
and a sample follows : 


March 20-22, 1936—MENU—Wards 
FRIDAY 20TH 





Breakfast Luncheon Dinner 


Soup 
Prunes Fish 
Oatmeal Boiled Potato 
Boiled Eggs Harvard Beets 
Tapioca Pudding 


Cream Salmon 
on Toast 


Boiled Potatoes 
Pears 





SATURDAY 21ST 





Breakfast 


Luncheon | Dinner 


Soup 
Boiled Potato 


Cold Meat 
Peaches 


Bananas Stew with Boiled Potato 
Cereal and Vegetables | 
Boiled Eggs Choc. Cornstarch 
Pudding 





SUNDAY 22ND 





Breakfast Luncheon Dinner 


Soup 
Chicken 
Boiled Potato 
String Beans 
Ice Cream 
(packed in dry ice) 


Scotch Pie 
with Tomato 
Rice and Tomato 
Pineapple 


Oranges 
Oatmeal 
Boiled Eggs 








However, this was not the big problem. As you 
can readily see, the real job was getting the food to 
the various units without elevators. Well! we did 
it and in this way. A line formed and as the trays 
were filled each was taken and delivered by hand. 
In many cases this necessitated a trip up five flights 
of stairs with a loaded tray and each worker made 
at least two trips. Thus the two hundred and 
seventy-five patients were served and when the meal 
was over I need not say that everybody concerned 
was pretty tired. Before the next meal a change 
was made from tray to bulk service to the separate 
floors. Gas stoves replaced bunsen burners in the 
floor laboratories so as to provide a means of heating 
nourishment. Each unit was required to wash its 
own dishes and set up trays; the kitchen men and 
house men were lined up at meal time and carried 
bowls, milk jugs, coffee pots, etc., to the floor: sta- 
tions. The nurses received the food and served the 
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Potato Peeling Gang 


meal. Except for the inconvenience and difficulty 
of transportation this problem was solved. 


How the Hospital Was Lighted 


The next step was to plan for lights at night. 
Lanterns were filled and candles distributed and as 
our battery system was good for only twelve hours 
we refrained from turning on lights until even I 
had to admit that it was necessary. 

All visiting after dark to both the hospital and 
the nurses’ home was prohibited. Two men were 
assigned to patrol the grounds in an automobile with 
orders to be on the look-out especially for fires as 
candles in such general use constituted a very def- 
inite hazard. As in most times of stress the amusing 
has a way of creeping in—so here also. So well and 
thoroughly did our guards do their job that some of 
the nurses returning to the home to dress for duty 
were denied admission. 

To conserve the power of our emergency system 
a survey of all lights was made and it was decided 
to light one staircase, turn out all the night lights 
and remove the red globes from the exit lights, 
which would then give sufficient illumination in the 
corridors. An assistant engineer had the bright idea 
of disconnecting the gas stoves and putting a jet in 
each corridor. This helped tremendously and we 
applied the same plan in the boiler room, converting 
the gas jets ordinarily used to start the fires into a 
lighting system. (See illustration.) In this way 
the hospital was adequately lighted. 

The patients were perfectly wonderful. The sig- 
nal system was out and the nurses made continuous 
rounds. To the question, “Do you wish anything?” 
the answer “No” came back nine times out of ten— 
and this from patients who rang early and often the 
day before. A catastrophe in which we all share 
really does renew one’s faith in human nature. 


Taking Care of Laundry Needs 


Next under power came laundry needs. My first 








Gas Torch Illumination—Notice the Lantern on the Water Gauge in Upper Right Hand Corner 


thought for help was the Wesson Maternity Hos- 
pital. On telephoning I found they were in the 


same boat. I next tried the Isolation Hospital 
where Dr. L. J. Smith, Miss Vera MacDonald 
and Mr. James McGrath were all very cordial in 
placing their facilities at our disposal. In addition 
we contacted laundries outside the flood area for 
prices. I questioned the Belmont Laundry when a 
very low rate was quoted: “Do you fellows really 
mean what you are saying?” and got the answer: 
“Yes, we know it is a low price and that we won't 
make any money, but we do not wish to capitalize 
on other people’s hard luck.” Again one’s faith in 
human nature is bolstered. We divided our laundry 
crew into two groups and despatched one with a 
part of the work to the Belmont Laundry to augment 
the force there and the other to the laundry of the 
Isolation Hospital where we “took over” as soon as 
their regular day’s work was completed. “Our gang” 
finished at 9:30 p.m. We were thus able to keep a 
little linen ahead but, of course, all were cautioned 
they were not to change linen unless it was neces- 
sary and no nurse was allowed to change her 
uniform unless her boy friend complained of her 
appearance—and as no visitors were allowed, what a 
chance! 


Fourteen refugees were admitted on Friday. 


In the cafeteria dishwashing by hand took on the 
appearance of “quite a chore.” The girls, however, 
rose to the occasion, working faithfully and well and 
with the aid of volunteers from other departments 
the work was accomplished. Everyone was ready 
and willing to help and during it all I may truthfully 
say that there was not a grouchy face on the prem- 
ises. On Friday night the dietitians and student 
dietitians went to the assistance of the night cook. 
They cooked and served by the dim light of lanterns. 
As the General Baking Company’s local plant was 
under water we were gravely concerned by the 
spectre of a “no more bread” scare. But our fears 
were soon dissipated. This company kept in con- 
stant touch with us and our every need was met by 
deliveries from its Boston plant. 


Failure of electricity threatened loss of refrigera- 
tion—another cause for concern. But at no time did 
our meat boxes go over 40° F.—a safe bet for some 
time. Our ice plant took care of the milk and egg 
boxes and not until the excitement was all over were 
we obliged to serve salads without lettuce and then 
only because the markets were unable to supply it. 
We learned from this experience that “salad sans 
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lettuce” is not only a possibility but can be made 
mighty attractive as well. 


Is it not true that the big things usually get by 
our racing pens? Such, for instance, as the vege- 
table man and his potatoes—bushels of them to be 
peeled by hand. But they were peeled by dietitians, 
student nurses, maintenance men and all comers (see 
illustration). 


Saturday morning saw gas jets lighting the 
kitchens and dining rooms and today, according to 
good New England tradition, the chef furnished 
baked beans—without an oven. With such spirit 
small wonder we came through. 


On Saturday also laundry began to come in from 
“our branches” throughout the city and in the after- 
noon I visited the Isolation Hospital and the Belmont 
Laundry to personally express our thanks for their 
cooperation. 


A warm refrigerator developed in the pharmacy 
necessitating the removal of serums and vaccines to 
an old-fashioned ice box in the stock room. 
(Weren't we glad we had it.) Some water caused 
by. surface drainage outside appeared on the floor 
in the lower pharmacy and all supplies near the 
floor were quickly moved up higher. 


At about five o’clock on Saturday evening the 
electric light was turned on through a temporary 
line from the Van Sickle School. Smoke and a 
smell of burning were discovered after the elecrtic 
light had been on for about two and a half hours. 
This was caused by a motor on the circulating ice 
water being over heated. We also found a queer 
distribution of lights, which could not be explained 
by fuses. In some places the lights were on in the 
corridors but not in rooms; in others they were on in 
rooms and out in corridors and in still others the 
center lights were out and the side lights were on. 
But this was easily explained by the power plant offi- 
cials—one phase of our three-wire system not func- 
tioning. We were instructed to cut down our load 
and hastened to do so. The reward was speedy. In 
less than an hour all lights were on but, to prevent 
the possibility of overloading, we refrained from us- 
ing elevators and stoves. We added two to our list 
of flood admissions today. 


On Sunday we offered the dietary department its 
choice of elevators or lights. They elected lights so 
bulk food service, carried upstairs, was continued. 


At 8:00 a. m. all power was turned off and at 
9:15 a. m. we were returned to our regular station 
with assurance that it was safe to use all the power 
we wished and a little more as the Electric Light 
Company needed the money. 


Our own laundry was put into use, four elevators 
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started, electric dishwashers and: stoves once more 


took their places in our daily routine. 


Our casualties were a motor on the Frigidaire in 
the main kitchen (for the ice cream cabinet) and the 
burning of the conducting washers of the starting 
resistance on No. 4 elevator. The motor causing 
the scare on Saturday night proved to be only sun- 
burnt (blistered). and has since been placed in 
service. We suffered little inconvenience as the 
Electric Motor Repair Company loaned us a motor 
for our Frigidaire to tide us over. 


Maintaining the Morale of the Personnel 


Isn’t it a curious quirk in our nature which en- 
ables us to tackle the big things and suffer such 
annoyance at little ones? Clocks were out every- 
where and many of us developed stiff necks looking 
at them, only to be disappointed at finding no change. 
We felt like good Elks, only instead of 11 our clocks 
pointed to and remained at 4:30. 

One of our brightest spots throughout all these 
days was our uninterrupted and unimpaired tele- 
phone service. The telephone company had a man 
here twice daily checking on batteries and power. 
An extra set of batteries was supplied so that in the 
event of the weakening of power at the central office 
we would be protected. Happily, this was not 
needed. One great difficulty for the telephone oper- 
ator to cope with was the loss of the electrically 
operated doctors’ register and the paging system. 
As the doctors’ favorite entrance is through the 
emergency ward and out-patient department, the 
force of the latter department answered the call to 
arms and posted a sentry to register each doctor as 
he arrived, questioning him as to his destination and 
relaying this information to the operator. On leav- 
ing, the doctor reported once more and the operator 
was again notified. This method continued in opera- 
tion until the power was restored. 

On Saturday morning the attendance at the out- 
patient department diminished to seven—five at the 
medical and two at the cardiac clinics. This almost 
unbelievable cessation of work permitted the per- 
sonnel in this department to volunteer for work 
whereyer needed. And they promptly did. 

Whatever our accomplishment during this un- 
looked-for and almost unprecedented catastrophe in 
our community I may say without fear of contra- 
diction that we did our best with the task as it 
appeared nearest our hand. We not only furnished 
care to flood victims but supplied them with baths, 
clothing, and food. One of our staff men who was 
without heat or power in his office was granted the 
privilege of inoculating his patients in the out- 
patient department. Others who had difficulty with 





one or more of their telephone lines were allowed 
to have their messages sent to the hospital to be 
picked up later. 


In the emergency ward a boy of sixteen was 
brought in for treatment of a dog bite incurred while 
rescuing the dog from flood waters. The routine 
question as to the name and address of the dog 
owner led up to conjecture as to just where and how 
he may be located—perhaps with water up to the 
second story, or perhaps again floating serenely, 
more or less, down stream. 


So much for the hospital proper. Now I should 
like to add a little about what I consider a fine piece 
of work carried on behind the scenes. 


With the cessation of electric power the nurses’ 
home found itself in a very primitive situation. 
Kerosene lanterns were placed at selected points on 
stairways and along corridors. Nurses possessing 
candles shared with less fortunate friends, and fond 
families were generous contributors. On the sev- 
eral floors small groups squatted around the lanterns 
closest to the “pay” telephones and swapped stories 
while waiting for “calls to come through.” Thus 
reminded of happier gatherings around the camp- 
fires, some of the nurses got a hunch that an in- 
formal get-together of our whole nurses’ home 
family around the living room fireside might serve 
well to decrease fire hazards, relieve tension, stimu- 
late wholesome group activity; and all by way of 
preparation for a peaceful night. 


The chairman of the student council with several 
able cohorts posted invitations, secured contributions 
of money and food and set the stage for what proved 
to be a very happy evening. The floor around the 
piano was cleared for dancing, the large center table 
converted into a buffet laden with sandwiches, 
pickles and cookies and graced by a punch bow]; the 
glowing logs browned or singed marshmallows and 
popped corn for general consumption. Hard work 
plus hard play invite sleep. By ten o'clock almost 
the entire family had climbed the stairs bedwards. 
A few moments past ten found only a late comer 
enjoying a biscuit and a glass of ice water and a few 
old-timers reminiscing before the fire. The commit- 
tee found the “clean up” very easy. There were few 
dishes, no glasses and no silver—since the one condi- 
tion of admission to the gathering was for each 
guest to provide herself with her own glass for 
punch. Soon the house was quiet and only their 
bedroom walls have the accurate story of the sound- 
ness of our “children’s” slumbers. A refreshed and 
happy group filled with pleasant memories of the 
evening’s good time came on duty next morning 
ready for what the day might bring. 


For the grand exhibition of esprit de corps, for 


the splendid response voluntarily given by patients, 
doctors and all employees and friends of the hospital 
I am deeply grateful and take this opportunity to 
express my thanks to one and all. 


Recommendations for a Flood Emergency 


‘ First: Do nothing until you are sure what you 
are going to do is right. 


Second: Sit down with each department head in- 
dividually and quietly and coolly discuss his or her 
problems. Usually he or she will have much better 
ideas as to how to correct a difficulty than you have. 
For instance, my suggestion was that we collect the 
trays on a tray rack and bring them back to the 
kitchen so that our ordinary routine might be fol- 
lowed. The head dietitian’s idea was to send the 
bulk food up on the regular trucks and bring back 
the trays in them. Anyone can see how much more 
workable her suggestion was. 


Third: Be cheerful—no matter how black or blue 
a thing looks don’t let anybody know you recognize 
the color. 


Fourth: Do not wait until something happens! 
Be prepared! If you see water continuing to rise 
be sensible, evacuate your bottom floor and as the 
water rises keep ahead of it. Move your material 
and personnel up and ever up. Crowd them if you 
must. There is always room at the top. 


Fifth: Don’t be dependent on one electric circuit. 
Our battery system was of little use in this emer- 
gency; what we needed was a steam driven gen- 
erator. 


Sixth: If you live in a flood area—and a rise of 
28% feet would seem to indicate that we do—get a 
boat. We had one—our carpenter launched it and 
helped the police department for three or four 
hours, simply by way of keeping out of mischief. 


‘iene ilo 


Re-organization at Bethania Hospital 


Bethania Hospital, Wichita Falls, Texas, formerly 
incorporated under the name of the Hargrave 
Walker Hospital, has been on an extensive renovat- 
ing and re-organizing program since it was bought 
by the Sisters of the Holy Family of Nazareth, De- 
cember 31, 1934. 


The 40-bed hospital built with a fire-proof, rein- 
forced concrete frame is complete in every detail. 
New equipment has been installed, and rooms have 
been re-decorated in pleasing, restful colors. The 
comfortable lobby, offices, reception rooms, consul- 
tation rooms, and guest rooms give a general atmos- 
phere of quiet efficiency and friendliness. 
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The Hospital and College School of Nursing 


The Nursing School of Tomorrow 
SISTER M. BERENICE 


Marquette University College of Nursing, Milwaukee, Wisconsin 


W a: IS THE DIFFERENCE between a col- 


legiate school of nursing and a hospital school of 
nursing? A collegiate school of nursing is one con- 
ducted by a college or university. A hospital school 
of nursing is one that belongs to a hospital. It 
seems reasonable to require all schools accepting 
only high school graduates to use collegiate stand- 
ards, whether the school itself belongs to a college 
or a hospital. Such a school has the education of 
nurses as its primary aim. It attempts to offer them 
the best possible basic preparation in theory and 
practice for their profession and sufficient cultural 
content to develop a symmetrical individual able to 
enjoy an enriched life. 

Though a school with collegiate standards might 
be conducted either by a college or'a hospital, there 
seems to be no more serious reason for a hospital to 
conduct a nursing school than to conduct a medical 
school. However, the fact remains that we are accus- 
tomed to the idea of hospitals conducting nursing 
schools. Hundreds of them exist throughout the 
country and it is undoubtedly true that some nursing 
schools conducted by hospitals are far superior to 
other nursing schools under the auspices of colleges. 
Furthermore, to revolutionize the present order of 
things may not be expedient just now. In any case, 
it is not advisable to do it hastily. If done at all, it 
ought to be done carefully, each step being taken 
most deliberately. 


Aims of the Nursing School 


Perhaps the greatest advantage of a separation of 
hospital and nursing school would be to make abso- 
lutely clear to all concerned that the school of nursing 
is an educational institution. Many of us know, in so 
many words, that the aim of the school should be ed- 
ucational; but to some of us this fact is merely a 
phrase ; we read it, we hear it, but we do not grasp its 
import. No one ousts from his mind, quickly and sim- 
ply, ideas and goals which have held place there for a 
long time and which have been guiding his thinking 


Presented at the Joint Meeting of the Western Catholic 
Hospital Association, the Association of California Hospitals, 
and Allied Organizations, held at San Francisco April 20-23 
inclusive; also at the meeting of the Ohio State Nurses’ As- 
sociation held May 6-9 at Columbus, Ohio. 
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and actions very definitely though perhaps subcon- 
sciously. Some of us, long in the game of nursing 
education, have grown accustomed to fastening one 
mental eye upon the nurse’s education and the other 
upon the service of the patient and to shutting either 
one or the other when the sight became too painful 
to behold.2, Had we not done so, we should have 
been in great danger of developing a psychological 
strabismus in our heroic attempts to keep each eye 
properly fixed upon its objective when these objec- 
tives persisted in straying farther and farther apart.* 
Some few of us have been blind—perhaps merci- 
fully so, for our peace of mind. We have not even 
seen the contradiction in our methods because aims 
were never clearly defined nor thoroughly grasped, 
hence the whole movement now taking place has been 
something of a bewildering puzzle. Like a certain 
merry singer, we have sung (perhaps under our 
breath) the catchy phrase, “I don’t know where I’m 
going, but I’m on my way!” And we are now pro- 
ceeding to go in circles around the whole subject, 
trusting that a happy accident will break its cun- 
tinuity and cast us out into the boundless space be- 
yond our present limitations. 

It is undoubtedly all right for the nurse educator 
to have one eye on the education of the nurse and 
the other upon the service of the patient, if she un- 
derstands that, beyond a certain point, her main 
business is either the education of the nurse or the 
service of the patient and that a hundred per cent 
student staff is not able to accomplish both objec- 
tives even if the director is a genius in administra- 
tion. “It can’t be did!” as the slangy little boy would 
say. 

Considering all these mistakes, many of us could 
have done a much worse job than we did. Prob- 
ably we succeeded to some extent because service to 
patients is dear to the heart of every true nurse, 
even in embryo, and she often became excellent not 
exactly because of her preparation, but (perhaps) in 
spite of it.* She had a wonderful incentive—service 
to suffering human beings—and every true woman’s 
heart feels impelled to this. 

To get back to our aim. We must thoroughly 





digest the idea that the aim of the nursing school is 
education ; if this is not our aim, then we must not 
call our institution a school because the aim of every 
real school is the education of its pupils. Educa- 
tion—the educational aim—first and foremost. Not 
merely profuse theoretical content, not merely many 
hours of practice, but real education. We cannot 
impress that fact too strongly upon our minds; it is 
worth thinking about very hard, long, and seriously. 
Education—education—what does it mean? In the 
broad sense of the term, it means modifying human 
behavior ; that is too broad to be interesting or even 
helpful in our present consideration. In the nar- 
rower sense of nursing education, it means giving 
the prospective nurse a thorough basic course—de- 
veloping a good nurse from an ordinary young 
woman and at the same time enriching her person- 
ality and her life. We must have this aim in mind, 
definitely and always. It must be the measuring 
rod of our activities. “Does this or that or the other 
thing fit the aim of our school?” must be fixed ever 
in our minds. If it does not, there is something 
wrong. 


It is one thing to have high ideals, quite another 
to make them practicable and to realize them. It is 
so easy to say that our aim is the development of 
good nurses, so difficult to accomplish this aim. 
Some of our spectators, including doctors and hos- 
pital administrators, question the value of our ef- 
forts. They are asking within themselves and occa- 
sionally voicing the challenge, “Are you or will you 
be developing better nurses?’ They do not deny 
obvious facts—the higher entrance requirements, the 
inclusion of more theory, etc., etc. But, they are in- 
terested in results—are we accomplishing something 
better now than we did formerly? Will we accom- 
plish something still better if we demand higher 
standards? No one denies, surely, that we have had 
splendid nurses in the past who did not have a col- 
lege education, nor a high school education for that 
matter, either. Attending school is not the only 
means of educating oneself; the student of innate 
ability; willing to make the effort, may learn much 
from the school of life itself. I cannot answer this 
challenge statistically, but common sense tells me 
that, all other things being equal, higher standards, 
if they are are the same time true standards, cannot 
lessen the value of the nurse and ought to increase 
it. If the nurse of the future proves no better than 
the nurse of the past, then we must look to some- 
thing besides merely higher entrance requirements 
and a better course. Perhaps she is more selfish 
because the world in general seems to be growing 
more selfish; perhaps her personal ideals are being 
lowered because of the example of all about her ; but 
surely we, as a professional group, cannot be blamed 


for these adverse tendencies and influences. Per- 
haps we may, with more justice, be accused of doing 
too much for her and expecting too little self activ- 
ity. The main factors in learning are ability and 
effort, practice and experience playing less impor- 
tant roles. Since ability cannot be altered and effort 
cannot be forced but only stimulated by good moti- 
vation, a good school does not solve our difficulties ; 
we must have good students, who really desire to be 
good nurses. Here, the factor of selection plays a 
leading role.® 


Digression—the Subsidiary Worker 


They are asking another very serious question, 
“Is it necessary to have a professional course on the 
college level to develop a good bedside nurse? And 
if it is necessary, how are we going to give this 
skilled care to the patient of very moderate or little 
financial means?’ In answering this question we 
must remember that the practical nurse and the at- 
tendant are with us whether we like it or not. They 
are trained in various ways for various functions 
and sometimes not systematically trained at all, but 
are merely the product of a haphazard training 
picked up by practicing on the patient. Their num- 
bers are increasing, not decreasing, and undoubtedly 
the cause of the increase is partly due to our efforts 
to improve the preparation of the nurse. In the 
better schools of nursing the student nurse can no 
longer be depended upon for the long hours of serv- 
ice and the full care of the patient, as in former 
days. The result is that hospitals are turning to the 
subsidiary worker as an economical means of meet- 
ing their needs. The worker may be rigidly or 
loosely limited in her duties and sometimes is care- 
fully supervised, but when she leaves this situation 
she may blossom out into’ the “nurse” who does 
nearly everything the graduate nurse does. Some- 
times she demands the same remuneration for her 
services and obtains it from an uninformed and un- 
suspecting public. If we could obtain one hundred 
per cent co-operation from doctors, this situation 
could not continue, since patients usually have doc- 
tors and the doctors ought to be fully informed 
regarding the preparation and qualifications of the 
nurse working for him. Often he engages the nurse. 


Is this state of affairs a strong argument in favor 
of keeping the education of the nurse on a lower 
than collegiate level? I do not think it is, but I 
do think that if we attempt to force schools rapidly 
to the higher level, they will either make a mess of 
nursing education, offering a counterfeit collegiate 
course, or they will give up their schools and fill the 
hospitals with attendants who will get the work done 
in a fashion. Some hospitals whose schools have 
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been discontinued because of increasing requirements . 


have already done this. Therefore it seems advisable 
to educate those controlling the hospital school to 
the advantages of a fine preparation for the pro- 
fessional nurse, rather than force them hastily to 
some radical adjustment to a new situation. I am 
so afraid that reform enforced from without will 
never penetrate the mind and heart of nursing 
education. The drunkard forced to take the pledge 
seldom keeps it unless there are very urgent inner 
promptings thereto. Therefore it is extremely im- 
portant that we prepare well the nurses who take 
charge of our schools and assist in the education of 
the student nurse. Two or three faculty members, 
thoroughly imbued with the ideals of the good 
schools, should be sufficient leaven to lighten the 
entire mass in that particular institution and are 
more helpful in raising standards than a dozen offi- 
cers of nursing laws each armed with an awful-look- 
ing shotgun filled with commands and recommenda- 
tions. 

Whether or not we are willing to admit it, the 
ubiquitous presence of the subsidiary worker or/and 
the practical nurse seems to be an indication that 
two types of worker are required, the carefully se- 
lected and well educated nurse, properly prepared 
to do the most difficult and exacting tasks which fall 
to the lot of the nurse, and the woman with less edu- 
cation and preparation. 


The fully prepared graduate nurse should be pre- 
pared to fulfill satisfactorily the following tasks: 

(a) Bedside nursing when the patient is critically 
ill or requires skilled service, including the 
‘use of complicated appliances 

(b) the public health worker whose field is wide 
and whose services are varied, requiring a 
person of culture, good judgment and con- 
siderable ability 


the nurse educator and administrator who ed- 
ucates or supervises student nurses, graduate 
nurses, attendants, or a combination of these 
groups. 

This latter type of nurse includes a large num- 
ber of workers in the hospital, such as head nurses, 
supervisors, teachers, directors of nursing service 
and of hospital schools of nursing, as well as all 
those in teaching or administrative positions in other 
health agencies. 

The other types of workers are a miscellaneous 
group ranging from the ignorant, totally unprepared 
and unfit woman to the person who is able and 
willing to give very good service of a certain type. 
Our big problem is how to prepare, control, and 
utilize her to the best advantage in the service of 
the sick. It is a problem we cannot ignore and one 
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we ought to face in considering increased educa- 
tional requirements for the graduate registered nurse, 


It seems to be generally conceded by the best- 
informed nurse educators that the subsidiary worker 
might well be utilized for simple, routine, non-nurs- 
ing services in the hospital with a very active service; 
that she might be permitted to perform the ordinary 
simpler nursing services, under supervision, in the 
institution caring for the chronically ill; and that in 
the home she can be used to care for patients who 
are chronically ill, disabled, or convalescing, per- 
forming certain home keeping functions in addition. 
In every type of service, she ought to be controlled, 
directed and assisted by the fully-prepared profes- 
sional nurse. 

Miss Elizabeth Burgess, chairman of the Com- 
mittee on Subsidiary Workers in nursing service of 
the National League of Nursing Education, gave us 
a splendid report at the Biennial in 1934, and this 
report may be found in the Proceedings of the 
convention.® 

If we accept the two types of workers, the highly 
skilled nurse and the attendant specifically trained 
for the simpler functions, there seems to be no good 
reason to object to a collegiate education for the 
professional, registered nurse and we may return to 
our consideration of the nursing school and what it 
ought to be. 

We spent some time before this digression en- 
larging upon the aim of the good school, since it is 
useless attempting to accomplish something when . 
that something is vaguely defined. If we do not 
know where we wish to go, we certainly cannot 
hope to get there. But even when we know exactly, 
we must use the proper means; boarding a train 
headed for San Francisco will not bring one to New 
York, though New York is definitely the place of 
one’s desires. 


Means of Attaining the Aim 


What are the means of attaining the aim? A 
good curriculum, first of all;’ good administrators, 
to see that it is carried out; good teachers, to inter- 
pret the content and give it to students in the most 
effective way. The content must include sufficient 
foundation upon which to build the basic profes- 
sional structure; a nice balance of theory and prac- 
tice; and ‘enough cultural influences to develop the 
woman as well as the nurse. Please do not think 
for a moment that, in advising high standards, I am 
urging anything except a course of the most prac- 
tical, workable, and utilitarian type so far as the 
work of the nurse is concerned. Few patients really 
ill care how much a nurse knows; they care very 
much how well they are served and how quickly 





they are returned to a state of health; and few 
earnest physicians or hard-headed health officers, 
who are really interested in serving their commu- 
nities, care for the merely dainty, cultured nurse. 
They want a woman who does things and, does them 
well; a woman with a large capacity for work, great 
enthusiasm and much good sense. The school that 
develops nurses who are unfit for the bedside and 
unsuccessful in general nursing is probably a very 
poor school of nursing, though its buildings may 
be comfortable and its faculty well prepared. Our 
measuring rod is what we actually accomplish, not 
what we hope to. 


The Hospital School of Nursing 


The next question may well be, “Can the hospital 
conduct a school of nursing with collegiate stand- 
ards?” It doubtless can if it recognizes, first, that 
a school is one institution and a hospital another ; 
that the school is primarily for education, the hos- 
pital for service. Neither has any right to expect 
the other to put aside its major aim. 

Secondly, the hospital should insist that each in- 
stitution have its own budget and separate financial 
accounts. There is no particular reason why the 
hospital should support the school; it has quite as 
much right to object as did the school to supporting 
the hospital. Who then ought to stand the burden? 
Either the nurse herself or the public. The hos- 
pital of course ought to remunerate the services of 
the student at a fair rate, either in the form of main- 
tenance or cash, provided the student is actually 
rendering service. 

Thirdly, the hospital must supply a good faculty 
for the school, and all persons concerned with the 
teaching or supervision of students in the hospital 
must be properly prepared for their tasks. This, of 
course, is expensive and may be almost sufficient 
remuneration for the student’s services. 

Fourthly, the hospital must provide for the proper 
rotation of services and this means a shifting group 
of students who will probably be transferred to an- 
other department just about the time they have be- 
come sufficiently acquainted with the work to be of 
real service. 


Fifthly, the hospital must provide for the care of 
the sick, its primary responsibility. It can hardly 
hope to do this with its floating population of stu- 
dents whose series of services is gauged by their 
needs, not the needs of patients. This makes it 
necessary for the hospital to provide a graduate staff 
sufficiently large to supplement and stabilize the 
student group so that neither patients nor students 
suffer from lack of proper consideration. Please do 
not interpret this to mean that the hospital should 


not depend upon the student for any service. Per- 
sonally, I am greatly in favor of depending upon 
them as much as circumstances will permit; I be- 
lieve that this provides.an invaluable incentive to 
the student and that it would be a great mistake to 
eliminate it. It is so much more stimulating to work 
for real ends than to practice for imaginary ones. 
Suppose I had been asked to write this paper merely 
as busy work, or for the sake of practice. Do you 
think for an instant that I would have put into it the 
zest and earnestness I actually did, knowing that I 
was expected to present it to a group of listeners 
seeking enlightenment, help, and encouragement? 
You know and I know that I would not! Of course 
the student needs practice; let her practice freely in 
the laboratory and demonstration rooms of the 
school, but when she gets into the hospital, give her 
real work to do, actual service to patients who actu- 
ally need her and depend upon her. This, too, is 
practice, but the situation is a real one—a life situa- 
tion—one that cannot be duplicated in any other way. 


However, if some, who disagree with me, insist 
that the student must never be depended upon for 
service—must always be extra in a department al- 
ready fully staffed—then, certainly, the student, not 
the hospital, ought to pay for the privilege of prac- 
tice in the hospital, just as she pays for the privilege 
of practice in the science laboratory. 


Sixthly, the hospital is obligated to see that the 
student’s course is sufficiently good to deserve the 
maximum amount of credit any college will allow 
for the nursing course. 


If the hospital conscientiously provides in this 
manner for the school, it is certainly doing a nice 
piece of work and even though certain individuals 
may wonder why the hospital has made itself respon- 
sible for such a burden over and above its own defi- 
nite responsibilities, they cannot justly object to such 
an arrangement. 


The preceding discussion should indicate that a 
very distinct separation between hospital and school 
is desirable and really necessary for the welfare of 
the school, yet this separation or distinction must be 
accompanied by a very close connection, necessitat- 
ing an unusual degree of co-operation between the 
administrators and educators in the school on the 
one hand, and the supervisors and instructors who 
assist the students in meeting their hospital prob- 
lems on the other. It means that school and hos- 
pital must thoroughly understand and sympathize 
with each other’s aim. It is a case of team work 
with both pulling together in perfect harmony, no 
easy task in the midst of the strenuous exertions 
and numerous emergencies of hospital life. 
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The Collegiate School of Nursing 


Should the nursing school belong to the college or 
university rather than to the hospital? This seems 
the more logical arrangement, since the college, being 
already an educational institution, is remaining quite 
within its limits, at least in the modern American 
interpretation of college functions, when it under- 
takes to educate nurses. However, the college may 
know far less than the hospital about the actual 
needs of the nurse. It may err as much by over- 
emphasizing theory as the hospital by exaggerating 
the practical aspects. It is obligated, quite as much 
as the hospital, to provide a well-prepared faculty, 
not merely a college faculty, but a faculty of nurses 
who know the business of educating nurses quite as 
well as the college professor understands his obli- 
gations to the college student. 


If it accepts the obligation of educating nurses, it 
must see that arrangements are made with one or 
more hospitals for proper rotation of services and 
very well prepared courses in the theory of nursing, 
preferably given at the hospital, rather than at the 
college, and correlating as closely as possible with 
the practice. It must either supply well-trained 
teachers to direct and supervise the practice of the 
students, or remunerate the hospital for the time its 
well-trained personnel spend with students. The 
hospital in turn should remunerate the student or 
the college for the services rendered by the student, 
if she renders any. 


Unless the college looks into the whole matter as 
carefully as the hospital desirous of conducting a 
good school, it too will make many mistakes, though 
its mistakes may be of a different type. A college 
that believes it fulfills its obligations to a nurse by 
supplying her with courses in theory, but which fails 
to set any standard for her practice or arrange for 
its proper supervision, may do a far poorer piece of 
work than many hospitals have done in the past. So 
you see we cannot merely heave a sigh of relief and 
cast our burden upon the shoulders of the college. 
The college needs the nurse educator quite as much 
as the nurse educator needs the college. We must 
think and plan together, whether we become part 
of the college faculty or part of the hospital per- 
sonnel. 


Types of Collegiate Schools of Nursing 


There are several plans for collegiate schools now 
being used more or less experimentally :* 


Plan 1. This plan has been in use for some years. 
Graduate nurses who have completed the usual 
course in the nursing school may desire to complete 
the courses. necessary for a professional degree. 
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They may receive from thirty to sixty college credits 
for their nursing course. Two or three additional 
years of college qualify them for a professional de- 
gree, usually a Bachelor of Science in Nursing or 
in Nursing Education. Sometimes the college 
courses include advanced professional (other than 
basic) courses and sometimes they do not; but they 
certainly should be included if the nurse has had 
experience and desires to qualify for advanced po- 
sitions. The weakness of this plan lies in the fact 
that the graduate nurse has usually had an insuffi- 
cient amount of science and other course content ; 
the college must then set about supplying deficien- 
cies—patching up, as it were—though we usually 
state it more politely and talk about “rounding out” 
her course! The great attraction for this type of 
course lies almost entirely in the fact that the grad- 
uate nurse after working a while is usually finan- 
cially better able to go to college than she was when 
she graduated from high school. 


Plan 2. This is a combined academic and pro- 
fessional course. Students enter a college school of 
nursing or a hospital school affiliated with some col- 
lege; they may spend one, two, or more semesters 
at college, then two or two and one-half years in 
the theory and practice of nursing; finally, one or 
two more semesters of college work complete their 
five-year course and render them eligible for the 
professional degree. This curriculum is apt to be 
much better integrated than that of the preceding 
plan. 


Plan 3. This may be similar to Plan 2 except 
that the course covers a period of four® calendar 
years instead of approximately five, as outlined for 
Plan 2. It may also differ in that all the college 
work is given first, instead of postponing a portion 
of it until the nurse has had her rotation of services. 
Here of course the danger lies in slighting certain 
aspects of the curriculum, either theory or prac- 
tice, professional or cultural courses. 


Plan 4. In this instance the hospital school of 
nursing rather than the college school demands one 
or two years of college work previous to entrance 
and provides that its nursing course will receive the 
equivalent of one or two years of college credit. 
Going to college for a year or two and then entering 
a school of nursing may have advantages, but it also 
has disadvantages. If the whole is not planned in 
advance, the college work, while ‘providing a cul- 
tural background, may fail entirely to prepare the 
student for her nursing course. After she has com- 
pleted her nursing course, and spent four or pos- 
sibly five years in school, what has she, so far as a 
degree is concerned? If she wishes to obtain one, 
where shall she obtain it, and in what length of 





time? Probably not without the expenditure of an- 
other year of time, making the entire course five or 
six years, at least. If the content of the two years 
of college is carefully planned and arrangements 
made for college credit for the nursing course, these 
objections disappear.*® ™ 


Plan 5. The student finishes college, obtaining 
either a bachelor of science or of arts degree, then 
enters a school of nursing.’* If only college gradu- 
ates are admitted, the course may be specially 
planned for young women of her maturity and prep- 
aration. However, since college courses vary greatly 
in content, the course in nursing may overlap the 
college course of some students, and fail to bridge 
certain gaps in the case of others. The main objec- 
tion of the student to this plan is of course the 
length of time required and the cost, though it is 
desirable for the nurse who need not consider these 
details. 


It seems to me that no collegiate school of nursing, 
except that dealing exclusively with the graduate 
experienced nurse, should plan to send forth nurses 
equipped not only with the basic course, but pre- 
sumably ready to step into teaching or administra- 
tive positions. No matter how well prepared they 
are in theory, they lack the experience, the practice, 
the ripened judgment and nice balance which only 
moderate maturity in years and in the profession 
can give to the majority of nurses. Teachers and 
supervisors have a profound effect upon the ideals 
and activities of their pupils; they must be able to 
give them the fruit of the wisdom they have gar- 
nered from experience, not merely that stored up 
in books and passed on as second-handed informa- 
tion by them. 


How to Plan for a Collegiate School of Nursing 


Now, perhaps, we are ready for the question: 
“How shall we set about developing our school into 


one of the collegiate type?” My first suggestion is 
to pick your way slowly and carefully. Study your 
situation and decide whether you wish to develop a 
hospital school with collegiate standards or a col- 
legiate school. If the latter and the college in which 
you are interested is at some distance, the situation 
must be handled somewhat differently than if it is 
in the same town. Becoming affliated with a college 
means retaining your own complete identity as a 
separate school ; integration means becoming a part 
of a college.?* Arrangements with a university differ 
somewhat from arrangements with a college. If you 
cannot yourself come to a decision about these mat- 
ters, call in expert assistance and insist upon know- 
ing the whys and wherefores of the whole scheme 


before you agree to any proposed plan. See it 
clearly and understandingly from the very beginning, 
even though you must delay the beginning for a 
while in order to clarify your vision. 


Then study the various types of programs 
offered'* and decide which one seems best for your 
particular locality, opportunities, or needs; modify 
it if necessary. Study the Association of Collegiate 
Schools of Nursing; the aims, standards, constitu- 
tion and by-laws.’® 7° 17 Figure the financial aspects 
as accurately as possible and if you are assuming a 
financial risk, find out what it is and decide whether 
you can safely carry it. 


Do not act in haste and repent at leisure but plan 
your organization step by step, slowly and deliber- 
ately ; see first of all that a properly prepared faculty 
is at hand, in preparation, or easily available; be 
sure too that there is reasonable hope of securing 
applicants of the type and preliminary preparation 
you desire. After all, a school is composed primarily 
of students and faculty, both important, but the stu- 
dents ranking first. Everything else is secondary 
though possibly important ; it includes the machinery 
to get it properly started and to keep it going and 
the building and equipment necessary for housing, 
etc. Determine, obstinately if necessary, that you 
will have a good school. Armed with all these aids, 
you are almost sure to succeed in the venture; but 
if you fail, your failure will surely be much more 
worthy of you and your ambitions than success in 
limping along (however secret the limp) with a crip- 
pled school at your heels. 


If the nursing school is conducted by a religious 
community, the hospital and school both belong to 
the community, naturally, but the hospital is prob- 
ably in all or nearly all instances responsible for the 
financial support of the school. There is no particu- 
lar reason, of course, why it should be, unless stu- 
dents render sufficient service or a combination of 
service and tuition, to pay for their education. The 
religious community may also have a college in the 
vicinity; the question then may be whether the 
school should become part of the college or part of the 
hospital. I should suggest making it a part of the 
college, but co-operating, as before recommended, 
most closely with the hospital. The nurses’ resi- 
dence, occupied only during the period of nursing 
theory and practice, may advisedly remain on the 
hospital grounds and the purely nursing courses 
may well be taught in classroom and ward, rather 
than at the college, while the student is having her 
rotation of services. Should affiliations for certain 
nursing services be established with other hospitals, 
a similar arrangement is advisable; i. e. having the 
students reside near the hospital and receive the the- 
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oretical nursing courses in both class room and ward 
while obtaining the necessary practice in the hospital. 


Summary and Conclusions 


We have explained what we mean by the hospital 
school of nursing, the collegiate school of nursing, 
and the nursing school with collegiate standards, 
emphasizing the importance of the latter. The need 
for two types of workers, the well educated fully 
prepared professional person and the subsidiary 
worker has been discussed, with the place to be occu- 
pied by each clearly marked off. We have pon- 
dered deeply though briefly upon the major aim of 
the nursing school and the means of attaining it. The 
importance of sending forth well prepared nurses, 
not merely educated women, has been emphasized. 
The obligations of the hospital to the school and of 
the school to the hospital have received some atten- 
tion. The pros and cons of a collegiate school of 
nursing rather than a hospital school have been 
brought forth. The several types of college schools 
of nursing now in existence have been briefly con- 
sidered and their respective weaknesses and strengths 
pointed out. Then an effort was made to indicate 
how one might go about developing a school of nurs- 
ing of collegiate standards. 

Now, why all this? Well, we seem to be in a 
transitional stage; perhaps in ten or twenty years, 
the nursing course will have become a professional 
course in the college and the hospital school will have 
ceased to exist in all the largest centers of the coun- 
try. Instead, the hospital will have opened its doors 
as a laboratory to students and given its best admin- 
istrators and teachers to the college, while the col- 
lege will have learned fully to appreciate that which 
the hospital and only the hospital can offer, the 
human beings to whom the student ministers and in 
ministering, learns to become a good nurse. Who 
knows? I am sure that I do not. But the course 
of events has a way of slipping up behind and push- 
ing us along’*® sometimes much faster than we our- 
selves had any intention or desire of going. And if 
this happens, we do not want to be stunned by the 
push or dropped on the wayside. We want to know 
where we are going and why and how. 

I do not flatter myself that I have told you any- 
thing new or startling; I do not know whether I 
know anything new or startling on this subject, and 
I have certainly made no special effort to impart such 
news to you. We are not trying to develop some- 
thing merely new; we want to develop something 
better. However, I have made an effort to gather 
into a not-too-lengthy unit a number of salient facts 
bearing upon schools of nursing and have made spe- 
cial effort to present it in such a way that you feel im- 
pelled to think through the whole problem and face 


June, 1936 


the situation squarely. I hope that aims, means, 
methods and what not, discussed in this paper, will 
float around in your mind like the tantalizing refrain 
we catch ourselves humming over and over and 
which persists in haunting us in spite of every effort 
to cast it aside. If.I have succeeded in accomplish- 
ing this, I am well satisfied. 
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|; ON THE CONTINENT OF AMERICA 
have followed the settlement of the country and are 
to be found in the most unexpected places, but one 
of the most unique is St. Antoine’s at The Pas, 
Manitoba, a city which is an outpost of a progressive 
civilization. Some idea of the pioneer nature of the 
institution may best be conveyed by relation of the 
difficulties still encountered in reaching it. Coming 
from the west, the train left Prince Albert at three 
forty-five in the afternoon and reached Hudson’s 
Bay Junction at midnight. The sleeper from Winni- 
peg which goes through to The Pas was not due for 
another three hours; since the junction is not a 
desirable place to wait on a cold winter night, the 
railway company allows passengers to continue east 
until the Winnipeg train is met. Here a transfer is 
made and for an extra hour and a half one goes back 
over the same line to the junction, but comfortably 
asleep. The Pas is reached at seven o’clock in the 
morning and there is no train out until seven next 
evening. To come from Winnipeg is more direct but 
more time consuming. 


The Pas itself is a city of 4,000 located in a region 
of lakes, muskegs, and forests ; because of the physi- 
cal nature of the section it is in the form of the letter 
“L.” The industries of the surrounding country are 
lumbering, mining, fishing, and trapping. ‘An inter- 
esting sidelight on the local industries was gained 
from a conversation between two men in the plain 
but comfortable hotel. One was a muskrat farmer, 
the other a fur trader, and they were discussing the 
muskrat “crop.” The farmer spoke of his dams, 
built to keep the water in the swamps sufficiently 
deep to prevent freezing to the bottom, and killing 
the rats. He said he had 5,000 houses and that they 
would average five rats to the house. In response to 
a question as to the quality of the fur he quite casual- 
ly remarked that next time he flew to town he would 
throw a couple of bales of skins (500 to the bale) 
in his plane as a sample. 


Transport in this region is by railway, automo- 
bile, dog sleigh and aeroplane. From The Pas two 
branches of the Hudson’s Bay railway run north, one 
to Fort Churchill on Hudson’s Bay, the other to 
Flinflon. The automobile has a very limited use 
owing to the scarcity of passable roads. Away from 


the railways water transport is largely used in sum- 
mer, canoes and man powered freight boats being 
the conveyance. In winter this means of transport is 
replaced by dog sleighs. The aeroplane is becoming 
more and more of service and because of the nature 
of the country it is invaluable. Distances are great 
and it is always easy to find a landing on one of the 
many lakes. 


In the town so situated is located the St. Antoine’s 
Hospital, which is the hospital farthest north in 
Canada, truly an outpost hospital. On the edge of 
the town are to be seen the three stages through 
which the hospital has passed. First is the small 
frame building, thirty-six by thirty-six feet, two 
stories high, with a capacity of ten beds, built in 
1912. On seeing this first building one visualizes the 
four Sisters of Charity of St. Hyacinthe who, in re- 
sponse to a request from His Excellency Bishop 
Charlebois, journey to what was then a wilderness in 
order to care for those who were too ill to be “taken 
outside.” Their only means of transport was the dog 
sleigh or the canoe. It was extremely interesting to 
hear one of the pioneer doctors tell of operating in 
the little hospital on a home-made wooden table with 
a limited supply of instruments, water boiled in ket- 
tles and no assistance except the devoted sisters. 


In the course of time this building became so 
markedly inadequate that expansion became neces- 
sary. The country had settled rapidly, mining was 
being carried on, and lumbering had become a factor 
in the development of the region. As a result the 
original hospital building was enlarged in 1914 to 
accommodate fifty patients. 


This building in turn was outgrown and in 1928 
construction of the present hospital was commenced. 
St. Antoine’s Hospital as it stands today is a modern 
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brick building, fireproof throughout, and ‘having a 
possible capacity of 100 beds. There are wards, semi- 
private rooms, and private rooms as in any other hos- 
pital. The obstetrical department is quite separate 
from the remainder of the hospital, and in it eighty- 
five babies were born in 1935. The operating rooms 
are designed and equipped according to modern stand- 
ards. Autoclaves and steam sterilizers of the latest 
type have replaced the kettles of the first hospital. 
The kitchen is one that would excite the envy of 
dietitians in hospitals much nearer the center of what 
we are pleased to call our modern civilization. 


Viewed as a hospital there is nothing remarkable 
about the institution. It is merely another modern 
hospital. As a visitor from the American College 
of Surgeons it was not necessary to exercise any 
charity or overlook any shortcomings to recommend 
it for full approval. In its physical plant, equipment, 
diagnostic, and therapeutic facilities and organiza- 
tion it complies with all modern standards. It is 
when it is considered in relation to its surroundings 
that one is impressed. The hospital serves the entire 











The Enlarged Hospital—1914 
Original Hospital at the Right 


country to the north, for how far no person knows. 
Flinflon, 92 miles north, due to its mining indus- 
tries, has three small hospitals which are in reality 
only first aid stations. Fort Churchill, 510 miles 
north, has no hospital. Between The Pas and these 
centers there are numerous villages and settlements 
having no local medical or hospital facilities. The 
surrounding country and that north to the Arctic 
Circle is settled with scattered trappers and others. 
All center on The Pas for medical and hospital care. 


The medical staff of the hospital consists of six 
physicians who are big physically and also give an 
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impression of mental bigness. This country does not 
breed petty jealousies. That they keep abreast of 
the advances in modern medicine is shown by their 
familiarity with the great medical centers in which 
they are constantly taking post graduate courses. In 
the practice of their profession they are often away 
from home for a week at a time. On leaving the 
town one of them was met returning from a five 
days trip in the north. Part of his equipment was 
a bed roll, since, in many places where he would 
stay, no bed was available. 


One of the outstanding impressions gained was the 
high percentage of appendicitis and its severity when 
admitted to hospital. The appendix appears to be a 
great offender in the north, and it is not uncommon 
for a patient to be suffering from the disease for 
two or three days while he is being transported to 
hospital. Under these circumstances it is not remark- 
able that the mortality is high; the wonder is that 
it is not higher. Nor can one feel surprised to find 
that, not infrequently, a trapper going to the north 
for six months or longer has a prophylactic appen- 
dectomy done before starting out. 
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County Hospitals Should Be Maintained 
for Indigents Only 


BENJAMIN W. BLACK, M.D. 


Medical Director of Alameda County Institutions, Oakland, California 


A. THE PRESENT TIME there is consider- 
able agitation on the part of various organizations 
and individuals to open county hospitals for the care 
and treatment of patients in the lower income brack- 
ets who are not considered indigents under the pres- 
ent Pauper Laws. This very agitation presents a 
problem which requires the most careful scrutiny 
and consideration in order that the usual misunder- 
standing relative to hospitals shall not continue to 
prevail. 


As a general statement, the object of hospitaliza- 
tion is for the purpose of receiving proper medical 
care of the patient in surroundings and under con- 
ditions favorable to his recovery. Hospitals, be they 
county institutions maintained by taxes or private 
hospitals operated without the aid of taxation, do 
not supply medical care. On the other hand, a hos- 
pital supplies a bed, certain nursing service, food, 
and other institutional requirements for a sick patient 
which cannot ordinarily be supplied by him while 
under the care of his physician in his own home. 
In most communities, particularly in the West, a 
person who is seriously ill has available reasonably 
good hospital facilities. To arrive at a hospital it 
may require transportation from the country to a 
neighboring city, but with modern transportation 
and good roads patients are easily able to go to the 
neighboring city for hospital care. It is true that in 
certain remote districts community hospitals with 
taxpayers’ support may be necessary, but this is 
ordinarily the exception in the more populous cities. 
Occupancy in private hospitals not tax-supported 
averages less than seventy per cent, leaving thirty 
per cent vacant for the class of patients not indigent 
who propose to seek admission to county hospitals. 


Medical care in all hospitals may only be supplied 
by licensed physicians. In most large county hos- 
pitals this medical care is supplied by a voluntary 
visiting staff which serves these poor patients with- 
out financial remuneration. The hospital itself, serv- 
ing its function as a treatment center, has a resident 
staff usually consisting of young physicians directly 
from medical school who are serving interriships, 
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with the administration consisting of licensed physi- 
cians who exercise joint supervision with the visiting 
staff. 


*’ Pay Patients in County Hospitals 


If county hospitals are opened to pay patients, it 
immediately follows that the voluntary staff would 
be expected to change and very few, if any, could 
afford to give their time free for patients who could 
afford to pay. This would involve a complete re- 
organization with a paid staff in the county hospitals. 
Physicians, as a part of their professional standards, 
expect to care for all people; the indigent free par- 
ticularly when payment is rendered to them for the 
care of pay cases. It is axiomatic that medical care 
is worth about what it costs. Experience has proven 
that in the minds of people receiving care, physicians 
under salary are not accepted generally as being as 
expert as the physician in private practice who is 
available on a payment basis directly to the patient, 
and are less satisfactory. The best physicians in any 
community are not seeking employment on a salary 
basis in county hospitals. The staff in county hos- 
pitals under a pay system would largely attract young 
physicians starting early in professional life or those 
who have not succeeded in practice and desire em- 
ployment on the resident staff in county hospitals. 
With a paid staff much of the incentive for profes- 
sional growth is lost and that fundamental right 
which most patients claim as their own, wherein the 
patient himself selects his own physician, is lost. 
Under a paid staff patients would be assigned to the 
service and receive care at the hands of a physician 
employed to give care to that particular type of 
patient. This has always resulted in continued dis- 
satisfaction on the part of the patient and particularly 
on the part of the physician. 

If county hospitals are opened to any class of pay 
patients, it would follow that any other class would 
expect to, and would be, admitted to the county 
institutions. Such a proposal would ultimately cause 
the disappearance of the private practice of medicine, 
and it is undoubtedly true that private hospitals now 
having financial difficulties would be required to 
close their doors. Such a plan would likewise leave 
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no continued incentive to build higher community 
professional standards. The body of physicians are 
opposed to such a plan, as they prefer to practice 
privately even at the expense of taking care of indi- 
gent cases free. Physicians in practice ordinarily do 
not desire to accept employment at the hands of 
political office-holders who are usually laymen and 
who are not concerned with the standards, ethics, and 
ideals that are fundamental in the lives of the high 
class physicians. 


Pay Patients Increase Tax Load 


Most people today are conscious of an increasing tax 
load. It is a fallacy to believe that patients in county 
hospitals would pay more than they could avoid. 
Numerous examples and many statistics are avail- 
able which indicate that even with minor charges 
made in some county hospitals for classes of pay 
patients now admitted, the collections are so small 
that they are hardly worth reporting. According 
to figures at hand, collections from patients who 
occupy beds in contagious departments, psychopathic 
units, and other patients found in county hospitals 
for any reason who are able to pay, show collec- 
tions as low as one per cent and rarely exceed ten 
per cent of the charges set up for the hospital care 
itself, with no consideration being given to the profes- 
sional service rendered. The additional cost for such 
care over and above that collected from the patient 
himself must be paid by the taxpayer, with increas- 
ing budgets for the care of persons well able to pay 
minimal costs for hospital care. In other words, it 
appears that, should county hospitals be opened to 
patients who are able to pay and who are to be 
admitted to county hospitals, the governing board 
of the county may be expected to increase the budget 
to give hospital as well as professional care for such 
patients rather than the cost being carried by the 
patients themselves. Even hospital care without med- 
ical care is expensive. It cannot be denied that 
hospital care itself in public hospitals where stand- 
ards are maintained will average very nearly $5.00 
per day, not taking into account interest on invest- 
ment, depreciation, nor taxes that might be paid by 
private institutions. The type of hospital care de- 
manded by the public, should county hospitals be 
opened, would of necessity be comparable to that 
supplied by the best private institutions. Ordinarily, 
hospital care without the payment of private nursing, 
or medical fees, in standardized private hospitals, 
averages nearly $6.00 per day, actual cost. This 
service at that is much cheaper than hotel service, 
but someone must pay this cost, either the patient, 
taxpayer, or through endowments or donations. 
There is no way that it can be supplied without 
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someone paying for it. Any medical service received 
by the patient at the hands of reputable physicians 
must be over and above this charge. 


The average taxpayer, particularly the taxpayer 
who pays taxes, or the citizen who in a large measure 
supports through taxation the operation of the county 
hospitals, finds it difficult to understand why the 
taxpayer should be required to pay taxes to supply 
hospital service to self-supporting people when 
every other service they require is paid for by the 
person receiving it. Nearly all public hospitals where 
admission is reserved up to this time for the care of 
indigents are operating wth no empty beds and more 
generally with crowded conditions and a capacity in 
excess of the beds available. To open these beds to 
any citizen in the pay group would immediately pre- 
sent for solution the following conditions : 


It would require that the counties would be re- 
quired to meet a vast building program to provide 
more beds in county hospitals; this would demand 
bond issues to provide for the construction of these 
beds at a cost of from $3,500.00 to $5,000.00 per 
bed, with resultant increase in taxes to maintain the 
bed at a cost of $5.00 or more. It requires the atten- 
tion of no economist to immediately arrive at the 
conclusion that the present tax rates would be in- 
creased. It is undoubtedly true that with the opening 
of county hospitals to pay patients one would expect 
that many of our fine private institutions would be 
compelled to close their doors. This would result in 
loss of capital investment and the community service 
rendered by them, as well as the loss of employment 
of thousands of skilled persons now on their pay- 
rolls and the loss of taxes paid in this state by pri- 
vate hospitals. The only alternative would be for 
such private institutions to be subsidized by the tax- 
payers, with the resultant increased taxes. When 
private enterprise is destroyed, even in the hospital 
field, by government competition and their doors 
closed, it means confiscation. 


Hospitals Operated by a Political Unit 


While there are noted exceptions to the statement 
that the handling of our sick in hospitals under a 
political unit of government is not as well done as 
in private institutions, it is generally true that hos- 
pitals operated by a political unit do not render as 
efficient a professional service, nor do they give hos- 
pital care comparable to that given in private insti- 
tutions where there is a free choice of hospital and a 
free choice of physicians who work in such hospitals. 
It is difficult to understand how anyone would advo- 
cate the destruction of a scheme of hospital care in 
private institutions with free choice of physician by 
the patient with the resulting increased incentive for 





higher professional standards in private hospital care, 
by the opening of public hospitals to all the people. 


Even with the defects that may be found covering 
the ability to pay in our institutions today, the service 
to all the people is much better than that found in 
other countries. This problem of opening the county 
hospitals to the lower income groups has been ade- 
quately met by some counties through a broad defi- 
nition of the term indigency. The law does not define 
this term, but the following standards governing the 
admission of patients has been adopted: Residency 
in the county where hospital care is required is de- 
fined by law. It requires that the person shall have 
lived in the state a period of three years and in the 
county of residence at least one year during which 
time he must not have been the recipient of county 
aid. This is a just law, as it requires the taxpayer 
in any county to offer care only to indigent patients 
who are residents of that county. It is required 
that the person shall be suffering from a disease or 
disability that requires hospital care; that the deci- 
sion relative to this matter shall be determined by the 
county itself through its appointed officials and physi- 
cians, and does not permit the patient himself to 
select hospital care if he is not in need of such 


service. When it has been determined that the patient 
is in neeed of hospital or clinic care, then considera- 
tion is given to assets as well as liabilities as pre- 
sented by the patient and his immediate responsible 
relatives. In the hands of a trained medical social 
worker these facts are given consideration, and with 
the entire financial picture of the patient and his 
relatives, together with the requirements of basic 
necessities of life, a decision is then made whether 
the patient can pay the reasonable minimal rates for 
medical care and hospital care over and above these 
basic necessities of life. In the event it is found that 
he cannot pay for such care, then the doors of the 
county hospital with its free medical service should 
be opened to such an individual. 


Under some such plan there are counties in this 
state which have more or less solved this problem of 
the care of those patients who are in the lower income 
brackets and who are confronted with the problem 
of supplying expensive medical and hospital service. 
Any consideration given to any other plan must take 
into account the vast increased expenditures with a 
resultant decrease in standards of hospital care and 
professional service which will inevitably result from 
opening county hospitals to pay patients. 


The Hospital in the Light of Its Function 


J. ALLEN JACKSON, M.D. 


Superintendent, Danville State Hospital, Danville, Pennsylvania 


A. A PRELUDE to this address, I would again 
like to express to this association my deepest appre- 
ciation for the privilege and honor of serving as your 
president. I should like, also, to present to you a 
brief resume of my stewardship in this office. 


It has been a great satisfaction and pleasure, in- 
deed, to observe in an impartial way the efficient 
functioning of this association. As a matter of fact, 
I made this observation during my term of office as 
president-elect ; an observation which has been fur- 
ther confirmed during the past year and which has 
guided me to a great extent in establishing what 
might be termed my presidential policy. The kernel 
of this policy has been to cooperate with an efficiently 
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functioning association, and to help extend its well 
established objectives. 


Objectives of the Association Program 


If you will turn to my remarks at the time when 
I first addressed you as your president in Philadel- 
phia, you will find that magnum opus if reduced to 
its essential contents emphasized: (1) More exten- 
sive establishment of district units; (2) Public edu- 
cation ; (3) Individual education—education whereby 
we as superintendents might fortify ourselves to 
meet more adequately our responsibilities; (4) 
Legislation, as well as increased membership. 

In addition, the acute situation which has con- 
fronted the hospitals from the financial standpoint 
during the past several years was touched upon in 
my previous communication to you, as well as the 
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thought that the time had arrived when some ways 
and means should be devised by the hospital and the 
local county medical society of the hospital district 
whereby hospitalization might be provided for the 
low wage earners in Pennsylvania. It has been in- 
teresting to observe the efforts put forth by one or 
two units in this respect. The situation, however, is 
still acute. Your Board of Trustees and the chair- 
man of the Program Committee felt it timely that 
the backbone of the program of this meeting should 
center around this most important question. 

In emphasizing these objectives, I brought noth- 
ing new to this association, but happily I was in ac- 
cord with well-established objectives of the associa- 
tion, objectives which I believe should not be de- 
stroyed if we are to think in terms of an efficient 
association—an association which will render real 
service to its hospital components and further edify 
and enlighten the individual members. It does not 
behoove me, however, at this time to again review the 
year’s accomplishments which have already been 
stressed by the executive secretary as representing 
that office and the Board of Trustees. 


The Work of Our Committees 


One of the most important responsibilities of the 
presidency of this association is the appointment of 
the chairmen and committee members of the various 
committees. As I previously indicated to you these 
appointments were made after discussing them with 
the Board of Trustees and the active members of the 
association. As I look back over the year’s work 
and the efforts put forth by these committees, I feel 
that no mistake was made in respective appointments. 
It gives me a great deal of pleasure, therefore, to 
express to these chairmen and the respective mem- 
bers of their committees the heartfelt thanks of the 
association and its officers. Included in this list are 
the liaison officers of the various district associations 
throughout the state. 

As one views in the immediate or in retrospect the 
administrative set-up of the Hospital Association of 
Pennsylvania and its relationship with other units in- 
terested in hospital activities, he can come but to one 
conclusion, that this association is one of the best 
organized, the best administered and the most effi- 
cient functioning association of its kind in the United 
States. It might be added also that the great burden 
of the association’s activities rests on the shoulders 
of the executive secretary, the office which has been 
so ably filled for the past several years by John N. 
Hatfield and to him we are all deeply grateful. 

One of the most pleasant duties of the office of the 
president is that of the presiding officer of the Board 
of Trustees. I am glad to report that the many 
meetings which have been held were conducted with 
dignity, decorum, and an enviable zealousness for the 
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good of the association. It is, also, interesting to ~ 
note how. zealously guarded are the association’s 
funds by that peer of treasurers, Elmer Matthews. 
At the meetings of the Board we have had present 
with us that efficient chairman of the Legislative 
Committee, Major Roger A. Greene. The chairman 
of the Program Committee, Abraham Oseroff, has 
given his time frequently to the Board meetings, as 
well as formulated the program for this meeting. 


Your president, along with the secretary and chair- 
man of the Legislative Committee, in response to an 
invitation of the American Hospital Association par- 
ticipated in the program of the national body held in 
Chicago on February 17, and 18. I was particularly 
interested in the excellent service which the Amer- 
ican Hospital Association is rendering to the associa- 
tions of the respective states in the matter of leader- 
ship, guidance, and counsel. By all means these 
meetings should be encouraged and the association 
should annually respond to this invitation. It would 
appear to me that such an arrangement with the 
national association is preferable for as much can 
be accomplished with this cooperative group arrange- 
ment as could be accomplished if the state associa- 
tions were an integral part of the American Hospital 
Association. 

As I review my official contact with this associa- 
tion, I feel that I have derived a great deal of bene- 
fit and my only regret is that I have not been able 
to bring something to this association that would be 
commensurate with the privileges which I have en- 
joyed. The memories of my contacts with this asso- 
ciation as its president will linger through the years 
and I feel confident as I yield the gavel to my suc- 
cessor there goes with it a pledge of loyalty of this 
association during his term of office. 

It seems to be an old association custom that the 
president may say a few words on his induction to 
the office and sing a swan song on his exit. Although 
I have been a member of all kinds of associations, 
other bodies, etc. for the past twenty-five years, I 
have often wondered what these things are all about. 
My observations have been that those who have any- 
thing to contribute do it in a rather quiet sort of way 
and swan songs resolve themselves into platitudes, 
fanciful imaginations, inspirations, and oratory. I 
am not particularly gifted in any of these respects, 
therefore, I must content myself by making over 
old material under the caption of Hospitals in the 
Light of Their Functions. 


Added Functions of Our Hospitals 


Hospitals primarily were created for the care and 
treatment of the sick. This, undoubtedly, was their 
first function. During the passing years this func- 
tion has been emphasized and re-emphasized until it 





has become common knowledge that a hospital is for 
the care of the ill; a place where babies are brought 
into the world, where people are operated upon and 
where some people die. During the passing years 
the hospital has added three more very definite func- 
tions about which the public knows little. These 
functions are: (1) Centers of education and train- 
ing; (2) Centers of research; (3) Public health 
centers. In carrying on these functions, the hos- 
pitals have materially gained little financially. As a 
result, the community and others have profited there- 
by and the hospital, generally speaking, has paid the 
freight. I believe that you will agree with me in 
this statement when I discuss with you very briefly 
these functions. 


Our Educational Function 


Of course, it has been known for years that hos- 
pitals were training centers for interns and nurses. 
In functioning in these activities, the hospitals pos- 
sibly were deluded by the idea that they were pursu- 
ing a good economic policy, that the time given by 
these people in training‘to the care of the sick reim- 
bursed fully the hospital for this service. Despite 
this uncertain profit, the hospitals are being asked to 
do more. In the matter of training interns, for ex- 
ample, the hospitals no longer get their services free 
as the time has long since come when interns have 
been paid a wage, provided with uniforms, meals and 
lodging, and their numbers increased. In addition to 
this, State and Governmental agencies, interested in 
the training of these individuals, have made drastic 
recommendations which the hospitals have had to 
meet so that as proper places of training they might 
procure the services of these men. In all such in- 
stances, the hospital has paid the freight. Few efforts 
were made to have special appropriations to defray 
these expenses and the hospitals as in all such in- 
stances must cull out in some magic way some funds 
for this purpose. When one views the trends of 
nursing education may he not possibly anticipate the 
arrival of that time when hospitals will be unable to 
meet the continued demands and interns will have to 
pay for the privilege of this education and training. 
Certainly it would appear that the hospitals have 
borne the burden of meeting all of these require- 
ments sufficiently long in deep humility and acqui- 
escence. 


When we turn to the education of the nurse, we 
are confronted with a very definite situation. Those 
who are responsible for the higher education of the 
nurse have long since accused the hospitals of sailing 
under false banners, to wit: that instead of educat- 
ing nurses in many hospitals we use them as glorified 


hospital maids. In meeting the requirements of edu- 
cators, the State, and Government in this respect, one 
begins to wonder, particularly when he thinks of the 
hours required for classes, etc. what does it all mean 
to the hospital and why should the hospital carry such 
a heavy encumbrance without any financial award. 
In the future may we not visualize the day when the 


. nurse will receive two years of didactic teaching, for 


which she will pay, and one year of training in hos- 
pitals, for which she will likewise pay. 


Just what effect this trend in the education of the 
nurse will have on the hospital, the patient in and out 
of the hospital, one can only conjecture. One can 
readily appreciate that hospitals associated with 
teaching institutions, heavily endowed, and receiving 
state aid, and those hospitals in large cities with out- 
standing reputations and, likewise, receiving state 
aid, will be able to provide an adequate teaching staff 
and graduate service to care for the patient. The 
smaller hospitals will be in a more difficult position. 
Possibly a few graduate nurses, milk-maids, and farm 
boys from the country will be enlisted as nursing at- 
tendants, orderlies, and helpers to care for the sick. 
(I am assuming the small schools are abolished.) 
Gradually these will be given a course of attendant 
training only to graduate and enter the community 
in competition with the highly educated nurse. Many 
of these will be employed for the rank and file of 
people are unable to pay the highly trained nurse an 
adequate wage commensurate with the cost of her 
training. 


In reviewing these possibilities, one wonders 
whether the policies governing the hospital’s contri- 
bution both to the training of the nurse and the 
physician in the future should not be somewhere 
between the present set-up and the extreme swing to 
the right in higher education of both the physician 
and the nurse. Such a meeting ground would un- 
doubtedly be helpful to the hospital, to the patient 
and especially to the nurse. It would appear to me 
that if some such course is not followed, the.cost of 
nursing the sick will reach such heights that there 
will be a demand on the part of the community for 
some form of socialized nursing; and likewise, the 
education of the nurse and the nursing care of the 
sick will become the function of the State. 


In the vocation and technical fields, the hospital 
has been the center of teaching for years with the 
only returns that of personal service rendered. One 
wonders if in this field, we are playing a losing game, 
financially. Would it not be best to employ an ade- 
quate personnel and demand fees for this training? 
Universities charge laboratory fees, why not the 
hospital ? 
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Our Research Function 


In the field of research, the hospital has always 
made its contribution with little financial returns 
other than through some special endowment or foun- 
dation. Here, again, the administrator must cull 
from a restricted budget funds for this item and that 
item; although small individually, collectively they 
represent considerable sums over a biennium. 


In the projection of this discussion on the hos- 
pitals’ contribution to nursing and medical education 
as a hospital function, I have the following thoughts 
in mind. First, should we not as hospital adminis- 
trators take stock of this function of the hospital? 
Second, is it a profitable or a losing procedure? 
Third, how much further can we go in following the 
present trend? Fourth, has not the time arrived 
when the hospitals should have something to say not 
only on the subject of education but on all matters 
pertaining to hospitals? Fifth, are we expert hos- 
pital administrators capable of determining the role 
of the hospital, what a hospital is, its function and 
standards to be maintained, or are we merely a mass 
of flaccid material to be ordered around by this 
board and that board? If we are alive, awake, ener- 
getic and qualified to command leadership, by virtue 
of our knowledge and training, taxpayers and gov- 
ernmental bodies will respect our opinion and the 
public will follow our leadership. Sixth, if the hos- 
pitals are to continue these functions, are we not 
justified in making an appeal for special appropria- 
tions for these purposes in addition to the regular 
maintenance? Such an arrangement would seem fair 
to all concerned, for those hospitals making such a 
contribution are deserving of financial recognition ; 
those that do not, may be stimulated to further 
growth, development and enlightenment. 


In presenting these thoughts to you, I would be 
most unfair except I proffered some ways and means 
to the end of their accomplishment. The ways and 
means, I believe to be a Committee of this Associa- 
tion on Standards and Policies. Time will not per- 
mit a full discussion of the purposes and duties of 
such a Committee. First and foremost, through our 
association we could unanimously express our views 
on hospital matters. Secondly, if we should estab- 
lish such standards, those institutions meeting them 
would automatically become members of this asso- 
ciation. <A certificate of membership would then 
mean something. No longer would it be necessary 
to be surveyed by the American College of Physi- 
cians, the American Medical Association, Nursing 
Boards, Boards of Lincensure, and other boards. 
Membership in this association would meet the re- 
quirements of any board. Membership as an admin- 
istrator, or superintendent, or assistant, would imme- 
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diately identify such an individual as being properly 
trained in his respective fields. The Hospital Asso- 
ciation of Pennsylvania is in a better position to 
establish and enforce such standards and policies 
than any other group in Pennsylvania. Would it 
not be a greater source of satisfaction to do these 
things than have outsiders do them for us? I am 
conscious this will not be accomplished over night, 
but the idea, if acceptable, would determine the ob- 
jectives for which we may strive. 


Our Function in Relation to Public Health 


I have kept in reserve the hospital’s function in 
relation to public health for the last subject of dis- 
cussion and rightfully so, for it is chronologically 
the most recently emphasized despite the fact that 
for years through out-patient clinics, the special hos- 
pitals—mental, tuberculosis, and infectious—have 
always contributed to public health programs. The 
service of out-patient clinics has been more univer- 
sally used and is one for which the hospital has 
received no reward for rendering service to the indi- 
gent sick except paltry sums from those who were 
able to pay more. However, one reads with satisfac- 
tion the recommendation of the State Welfare Com- 
mittee that the Legislature appropriate so much per 
visit for each indigent patient. 

In this relation of the hospital to public health, I 
like to think of the hospital particularly in rural dis- 
tricts as being the health center of the community 
which it serves, a function which costs little and 
means so much. Education and information as to 
the nature of illness, prevention and early recogni- 
tion of disease, simple sanitation and clean healthful 
living, can be provided for the community through 
a simple invitation to gather once or twice a month 
under the auspices of the hospital. Speakers for the 
occasion will come from the great group of men and 
women whose password is service, the administrator, 
the physician, and the nurse of the hospital. The 
public press gladly sends representatives to these 
meetings. Friendships are formed, friendships that 
will see that the good name of the hospital survives. 
Those of you interested in such a pattern might visit 
Danville where both the Danville State Hospital and 
the Geisinger Memorial Hospital are rendering such 
a service. It costs little but means much both to the 
public and to the hospital. 

In concluding this address, I am conscious that I 
have raised some pertinent questions: (1) Hospital 
finances; (2) The role of the hospital in education 
with or without remuneration; (3) The role of the 
hospital in public relation which costs little and 
means so much; (4) Will a Committee on Standards 
and Policies aid us in the solution of and guidance 
in these matters? 





New Developments in the Architecture 
of Psychiatric Hospitals 
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ae ECONOMIC UPHEAVAL through which 
we have been passing has brought to our attention 
very forcibly the fact that we have in the past years 
built only too frequently without regard to true 
economy, i.e., without considering those unseen costs 
of every building—future maintenance and repair 
costs. Mounting deficits have forced us to consider 
the important factors of interest charges on the in- 
vestment and the bills for heating and lighting, repair 
and remodeling. These items are being more care- 
fully studied of late in plans for general hospitals, 
but very few studies have been mace as yet of the 
special problems which should be considered in 
planning for mental hospitals. Some of these special 
building problems of the mental hospital with various 
suggestions for solution will be discussed in this 
paper. 

Economical building is particularly important to 
mental hospitals. Almost half our hospital beds were 
occupied by mentally ill patients last year. The cost 
of proper treatment of such illness is considerably 
higher than for that of physical illness. It is obvious- 
ly important that every economy which can be intro- 
duced without in any way hampering the treatment 
should be made. The following outline of some of 
the newer developments in architecture for psychi- 
atric hospitals is presented with this necessity for 
economy in mind. 


Planning 


Superficial study of the ground plan of any hos- 
pital is never sufficient. If we place buildings on the 
grounds without careful study of all the factors of 
orientation, circulation, and heating methods, we are 
immediately subject to unnecessary charges for per- 
sonnel time, fuel bills, road and sidewalk repair, and 
numerous other items. A’good plan will, of course, 
take into account all possible future buildings within 
the limits of the proper use of the site. 

We are indebted to William Atkinson for his 
thoughtful study of the orientation of buildings. A 
study of his work shows that in the United States a 
building will be cooler in summer and warmer in 
winter if it is oriented with its long axis east and 
west. In latitude 42 north (approximately the lati- 


tude of Chicago) the sun reaches an altitude with 
the horizon of about 25 degrees on December 21. 
On June 21 it has an altitude of 71 degrees with the 
horizon. A study of the sun chart from which these 
figures are taken makes it plain that if we are to take 
advantage of the sun heat in the winter-time and 
exclude this same heat in the summer, we must 
place our buildings with their long axis due east and 
west. This principle is, of course, subject to local 
variations of shade, prevailing winds, etc. 


Many architects have noticed the close relationship 
which exists between building cost and footage of 
outside wall per square foot of usable inside space. 
This is simply another way of stating that a compact 
plan is the most economical plan. Compactness of 
plan can be achieved in many ways. Unnecessary 
“stylistic” offsets in the outside wall must be 
avoided. Certain service rooms may well serve 
several similar purposes and many rooms can be 
placed advantageously in the interior of the hospital 
—toilet rooms, dark rooms, x-ray, and treatment 
rooms do not necessarily require outside light. Two 
rooms at the Montefiore Hospital (reported by Mr. 
Erikson of Schmidt, Garten, Erikson, Architects, in 
April, 1936, Modern Hospital) have been fitted up 
to serve the triple purpose of typical private rooms, 
as air conditioned rooms, and as oxygen treatment 
rooms. We are, for instance, only wasting money 
when we place a window which is expensive to build 
in a dark room and then proceed to spend more 
money for a lightproof curtain for that window. 


The necessity for careful planning for future de- 
velopment of the hospital cannot be over-emphasized. 
Remodeling and additions are at best very expensive 
methods of adding space to the hospital. This ex- 
pense can be kept to a minimum if adequate struc- 
tural and planning provisions are made at the time 


, the hospital is constructed. If an additional story is 


planned for future construction, structural members 
must, of course, be sized to take care of this future 
load. Heating and plumbing lines must be sized to. 
accommodate the future requirements. Electrical 
and signal service conduits must be sized for the 
new wires which will be necessary when an addition 
is made. Semi-permanent features such as book- 
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Planting May Be Used Extensively as a Supplement to Building Insulation Against Summer Heat. 











The above 


view of one of the Menninger Sanitarium Buildings shows this use of vines in reflecting the summer sun 


cases should be built in a unit so that they may be 
readily moved. The complete plan of any building 
should be drawn before any portion of that building 
is constructed. Certain economies in heating and 
plumbing lines, in spacing arrangement, and boiler 
sizing will be possible if the future needs are accu- 
rately determined. 


Salvage 


Unnecessary expense in making alterations and 
additions can also be avoided if materials having a 
high salvage value are used in the original construc- 
tion. Many of the newer materials (Transite board, 
precast concrete floor slabs, and fabricated steel 
flooring) for walls, floors, partitions may be re-used 
many times in the arrangement of interior space. 
Copper tubing (which may be run in long lengths 
from fixture to fixture) has a somewhat higher 
salvage value than steel or iron pipe. Several of 
the interior finishes, hard wallboard, for instance, 
may be re-used several times in forming partitions. 
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Heating and Air Conditioning 

The subject of heating and air conditioning can- 
not be intelligently considered unless building in- 
sulation is also taken into account. James Govan, 
noted architect of Toronto, Canada, has very care- 
fully studied the whole subject of heat waste. Mr. 
Govan has demonstrated that a reduction of 70 
per cent under ordinary requirements of heating 
plant size is possible when sufficient insulation is used 
in walls, roofs, and windows. The thickness of this 
insulation will depend on local climatic conditions. 
Mr. Govan has also demonstrated that the cost of 
adequately insulating the building structure can be 
covered by the saving in cost of the reduced heating 
plant. The fuel economies possible with this reduced 
heating plant can, therefore, be placed on the credit 
side of the ledger during the first year of operation. 

Insulation materials have shown considerable de- 
velopment during the past few years. By the use of 
one of the many excellent insulating materials it is 
now possible to produce a wall with great resistance 





to heat flow and considerable heat storage capacity 
without raising the building appropriation. appre- 
ciably. 

Insulation and double or triple glazed windows will 
have the effect of not only saving fuel but of raising 
inside surface temperature of the room so that less 
heat will be lost from the body to the walls, and 
consequently room air temperatures may be kept 
lower than the customary practice. 

Panel heating, developed a number of years ago in 
England, extends this principle of high inside surface 
temperatures. It seems in many respects to be the 
ideal system for use in a mental hospital. Panel 
heating differs radically from the conventional heat- 
ing methods in that it depends largely on radiated 
rather than conducted heat. When used in mental 
hospitals, panel heating takes the form of either hot 
water pipes buried in the ceiling plaster or shallow 
water pans applied to the ceiling, (the latter method 
overcomes the possibility of having an entire ceiling 
ruined with the failure of hot water pipes). The 
high first cost of panel heating has limited its use 
in this country. The Metropolitan State Hospital at 
Waltham, Massachusetts, has installed panel heating 
in two operating rooms in the medical and surgical 
building and in an entire ward for tubercular 
patients. The Menninger Sanitarium also has one 
trial installation of this heating method in its office 
building. Since the system has not yet been put in 
operation no report can be made. Installation costs 
on panel heating ran considerably higher than on 
a good vapor system, but some installations have 
shown fuel savings as high as 25 per cent over the 
latter method. The advantages of such a system 
in a mental hospital are immediately obvious. It 
uses no noisy ducts or radiators which readily be- 
come dirty or burn the patient. It offers particular 
advantages to those mental patients who will not 
remain clothed, since the floor of such patients’ 
room will be kept constantly warm by the panel on 
the ceiling of the room below. 


Good practice now suggests that the heating of 
the hospital buildings can best be regulated through 
the use of a very simple control system, in which 
the building is divided into two or more zones. Many 
of these zone control systems show remarkable fuel 
economies. 


The use of cold water in air cooling installations 
has recently been investigated by various research 
bodies. It offers fine possibilities to hospitals located 
near a plentiful supply of cold city or well water. 
Water used in the cooling system can be re-used in 
the hospital laundry, for watering lawns, etc. Per- 
haps an economical cooling installation can be made 
by using cold water on the normal load with the 
addition of ice to carry the peak load. 


Walls and Floors 


Any entirely satisfactory wall or floor covering 
has yet to be devised for mental hospital use. The 
interior surface of walls in a mental hospital should 
be sufficiently hard to resist considerable abuse ; they 
should be readily cleaned without requiring repaint- 
ing; and they should be of a texture that will not 
scratch or cut nurses, attendants, or patients. 


Our experience with sand-finish plaster has con- 
vinced us that such a surface is entirely unsatisfac- 
tory. It is hard to clean and it readily scratches. 
Keene cement plaster forms an excellent wall sur- 
face, but is, of course, subject to breakage under a 
severe blow. 


We have found that painted plaster walls may be 
inexpensively maintained if starch is applied imme- 
diately after painting. When the wall becomes dirty, 
the starch can then be washed off and a new coat 
applied. Doctor Bradley gave an excellent formula 
for wall starch in his report on painting in the 
“Transactions of the American Hospital Associa- 
tion,” 1935. 


The floor of the mental hospital should be con- 
structed so as to reduce noise to a minimum. It 
should be sufficiently soft to slightly break the force 
of a fall. No inexpensive flooring material is now 
available, which meets these requirements. Rubber 
tile perhaps more closely approaches the ideal than 
any other. 


Windows 


Possibly no single piece of equipment has been 
given so much attention by mental hospital authori- 
ties as has the window. The problem has not yet 
been solved in an entirely satisfactory manner. 


The movable window sash (except on some 
porches and terraces) might well be eliminated. Not 
only will original building costs be greatly reduced 
but other economies will be effected in cleaning and 
painting. With fixed sashes the windows may be 
economically triple glazed and finally we can expect 
to almost entirely eliminate the nuisance of having 
patients shout from the windows to visitors and 
passers-by. (I recall one patient who could easily 
be heard at a distance of three blocks from the men- 
tal hospital grounds.) Disturbing noise coming from 
the outside into the building will likewise be reduced. 


When the open window is eliminated it will of 
course be necessary to artificially ventilate the build- 
ing, but if air conditioning or cooling is used this will 
be necessary in any case. In many instances the 
cost of the ventilation equipment will be at least 
partially covered by the original saving in window 
costs. The cost of operating the ventilating equip- 


HOSPITALS 








ering 
The 
10uld 
they 
aint- 
| not 


con- 
sfac- 
shes. 

sur- 
era 


y be 
me- 
rty, 
oat 
ula 
the 
cia- 


on- 

It 
rce 
OW 
Der 
an 








Interior View of the Combination Fly and Protective 
Screen 


ment may then be balanced by the savings in clean- 
ing costs and the more intangible saving resulting 
from the control of noise. 





In those cases where it is considered to be neither 
desirable nor possible to seal up the windows, a spe- 
cial fly screen, developed by one of the large screen 
companies may be used as protection for the glass, 
retention of the patient, and as the usual fly screen. 
This screen is fabricated from heavy wire of a par- 
ticularly strong alloy. Tests on this screen, con- 
ducted at Bloomingdale Hospital and the Menninger 
Sanitarium, show it to be amply strong for use even 
on the disturbed wards of the mental hospital. It 
functions as a glass curtain, i. e., patients can see out 
but cannot be seen from the outside. It costs no 
more than the conventional fly screen and protective 
grille. 


Glass brick in place of windows has been exten- 
sively used both here and abroad during the past few 
years. This construction offers many advantages 
over the conventional window. Resistance to heat 
flow is high, but so, unfortunately, is the price. Ex- 
tensive use of this product will depend on a drastic 
lowering of price. Shatter proof glass has proved 
to be of little value. A blow strong enough to crack 
the glass will almost invariably push the whole pane 
from the sash. 
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Acoustics 


The sealing up of windows in a mental hospital 
will obviously only partially solve the problem of 
noise control. Within the building two varieties of 
noise must be considered—air borne, and structure 
borne noises. 

Noises which carry from room to room so that 
one disturbed patient may disturb the whole ward, 
can be confined to the patient’s room through the 
use of relatively soundproof floors, doors, and par- 
titions. A partition tile, lately put on the market in 
this country, (although it has been in use in Europe 
for many years) is composed of wood fibers cement- 
ed together with mortar. A five and one-fourth inch 
partition of this material has a sound insulating value 
only slightly lower than an eight inch brick® wall 
plastered on both sides. 

Floor slabs of light weight concrete have been 
successfully used in sound insulating. A burnt clay 
aggregate when mixed in concrete shows high effi- 
ciency in this respect. Such a construction has the 
added advantage of insulating against heat as well 
as sound. When used as a basement or ceiling slab 
it makes possible some heat saving. 

Sound absorbing ceilings and wall treatments are 
in general very expensive. They can be used eco- 
nomically only in those cases where the acoustical 
treatment can serve several purposes. On the ceil- 
ing of a top floor of a building, for instance, acous- 
tical treatment may serve as heat insulation, sound 





















































Exterior View of the Combination Fly and Protective 
Screen 

Since this was a trial installation the protective bars 

which were formerly necessary were not removed from 

the window 












absorber, and interior finish. To serve in these ca- 
pacities an acoustical treatment must have a high 
resistance to heat flow, it must be a good sound ab- 
sorber, and it must have a surface which can resist 
some abuse and be easily cleaned or painted. James 
Govan has suggested that an “all-over” acoustical 
treatment is to be preferred to the highly efficient 
treatment of a small area. Mr. Govan’s suggestion 
seems a very logical one. It is obviously better to 
absorb noises rather than to depend on sopping them 
up in those areas where they become troublesome. 


No discussion of noise control is complete without 
a note on the importance’ of eliminating noise at its 
source. Noisy utensils, furniture, hardware, and 
machinery should never be tolerated. Such items as 
rubber buttons on mop buckets are highly desirable. 


Plumbing 


Plumbing repairs in many mental hospitals take 
entirely too large a portion of the money set aside 
for maintenance. In the architect’s zeal to get piping 
and traps out of sight he has made repairs difficult 
and therefore expensive. In even the most efficiently 
managed wards, clothing, soap, and other articles 
will be pushed into the toilet or lavatory and flushed 
into the wastepipe. The wastepipe must then be 
rodded or blown out at some expense and incon- 
venience. Good practice now calls for a pipe race- 
way behind every toilet or between two toilets. This 
raceway should be made wide enough for easy han- 
dling of plumber’s tools. All piping and traps should 
be carried through this space, and all traps should 
of course be fitted with a cleanout. Using this or a 
similar arrangement, cleanout and piping repairs be- 
come a simple and inexpensive matter for the main- 
tenance man. 


Corrosion in hot water and steam system return 
lines also lays a heavy burden on the maintenance 
budget. This problem has been carefully studied by 
many research bodies. Corrosion has been found to 
result from a number of factors—chemical composi- 
tion of water, temperature, pressure, and type of 
system being important. Any good chemist can ana- 
lyze water and recommend the preferred piping ma- 
terial for the particular installation. Oxygen elim- 
inators may be advantageously installed. Another 
possible method involves a circulating system for all 
hot water lines to the lavatories, showers, and sinks. 
This water should be delivered to the fixture at a 
temperature not higher than 115 degrees Fahrenheit. 
Scalding will obviously be eliminated at this temper- 
ature. Engineers now estimate that the cost of 
operating a circulating pump is more than saved in 
the reduced water costs, since the running of water 
until it becomes hot at the fixture is not necessary 
with a circulating system. 


Some hospital superintendents now demand that 
all lavatories in the mental hospital be fitted with a 
self-closing faucet. These may be obtained in a 
style to deliver predetermined amounts of water be- 
fore closing. Both hot and cold water faucets might 
be joined in one fixture and the waste plug elim- 
inated in the lavatories in the interest of safety and 
sanitation. A depressed patient may drown himself 
in a washbowl. 


We have had considerable success at The Men- 
ninger Sanitarium with septic tanks instead of sewers 
in handling the waste from several of our smaller 
buildings. We believe that it is important to con- 
serve as much water as possible, as well as to utilize 
the fertilizing value of sewage. 


If you buy chromium fixtures, be sure to specify 
chromium on a brass base instead of iron because in 
time the iron base will rust through the finish. Satin 
finish chromium is to be preferred to highly polished. 


Hardware 


The problem of maintaining hardware may become 
a serious one. Three rules might be formulated in 
dealing with this matter. First, patients must not be 
allowed access to any hardware. (I recall one pa- 
tient who reached through the grille of a door and 
picked a heavy asylum lock with a coat hanger.) 
Violent patients will attempt to destroy hardware, 
and suicidal patients may be able to use pieces of it 
in injuring or killing themselves. Second, hardware 
must be so foolproof as to be readily operated by the 
least mechanically minded persons. Nurses have an 
important task in caring for their patients, and they 
should not have to waste their time in struggling with 
a sticking lock or jammed window operator. Third, 
a minimum amount of hardware should be used. In 
many cases one piece of hardware can be made to 
serve several purposes, for example, the worm gear 
operator for the casement sash serves as opener, lock, 
and casement stay. If hardware is properly placed, 
carefully chosen, and of heavy, foolproof construc- 
tion, little difficulty will be experienced. 


Particular care must be exercised in selecting locks 
for doors. These must be “unpickable” and quiet 
in operation. Cylinder locks are generally less noisy 
than the conventional bit key locks. If all the locks 
in a particular section of the hospital (i. e., locks on 
doors, cabinets, padlocks, etc.) are keyed alike, noise 
from the jangling key ring will be avoided. Experi- 
ence has shown that the weak point in a door is at 
the mortise of the door lock. The necessity of hav- 
ing to replace doors which split out at this point can 
be avoided if the unit type of asylum lock, which has 
the outside trim integral with the case, is used. 
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Doors 


It is now generally agreed that the conventional 
panel door cannot be used in mental hospitals in 
those cases where it will be subject to attack from 
che patient. The slab door is to be preferred. This 
slab door may be veneered with certain of the fabri- 
cated hard boards. One panel board in particular, 
made of rosin and sawdust, has a surface hardness 
three times that of birch and can be finished and 
waxed to give a beautiful and easily cleaned surface. 


Heavy gauge metal door trim can be placed for 
about the same price as wood trim. It has many 
obvious advantages over the latter. It is more eas- 
ily kept clean, resists denting, and has no screws 
which may be taken out by mischievous patients. 
Good construction demands that door bucks be car- 
ried to the ceiling slab at all openings subject to 
heavy duty. 


Lighting and Wiring 


One new development in lighting which shows 
possibilities of real economy is the mercury vapor 
lamp. This lamp is now being produced in a size 
suitable for application in the hospital. In combina- 
tion with the conventional incandescent lamp it shows 
high efficiency, long life, and gives a light very sim- 
ilar to daylight in quality. 

Perhaps the best lighting unit developed for use 
in positions accessible to patients consists of a box 
recessed into the ceiling slab and a diffusing element 
of flat chromium bands arranged in concentric cir- 
cles. This diffusing element serves to spread the 
light and protect the bulb against breakage. Dust 
which settles on the bands will have little effect on 
the efficiency of the unit. 

It is of course of the utmost importance that the 
lighting of the mental hospital be given the most 
careful study. The location of every fixture, the 
wattage and type of unit, must be thoughtfully deter- 
mined if economies are to result. Convenience out- 
lets should never be placed in private rooms in the 
disturbed sections of the hospital. Patients fre- 
quently tamper with these outlets with consequent 
danger to themselves and damage to the lighting 
system. ; 

In laying out the lighting system it is very im- 
portant that allowance be made for a large increase 
in the load. There are few things quite so unsightly 
as wiring which must be strung across and around 
the room in one of the many surface duct systems. 
In this respect, a new hollow steel flooring unit re- 
cently introduced on the market shows many advan- 
tages. The hollow channels in this flooring are so 
arranged as to make wiring changes a very simple 
matter. 
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Surface of the Slab Door. 


This surface has three times the resistance to denting 
that a birch panel has 


Decorations and Furnishings 


Few subjects perplex the mental hospital super- 
intendents as does decoration. Most of the difficulty 
arises from the type of patients being housed. Deli- 
cate furniture and fabrics which are easily soiled are 
a great source of expense. Pictures can seldom be 
framed in glass and without glass they soon become 
unsightly. Walls and trim soon become marred. 

Successful mental hospital interiors will make the 
necessity for simplicity an asset. It is universally 
agreed that the mental hospital should give the ap- 
pearance of a home instead of a prison, but this 
hominess should not be suggested by “knicknacks 
and fussiness.” Rather an effect of quiet spacious- 
ness and simplicity with accents of bright color 
should be sought. Ample window space will also 
assist materially in making the interior of the mental 
hospital a cheerful place. 

Our experience with wooden furniture in the more 
disturbed sections of our sanitarium demonstrates 
that this material is for many reasons entirely im- 
practical. Few wooden chairs, for instance, are suffi- 
ciently strong to make it impossible for a patient to 
wrench off an arm for use as a club. Wooden fur- 
niture is also sufficiently light to be readily thrown 
by disturbed patients. Metal furniture may effect 
savings in the maintenance budget. Metal tube chairs, 
tables, davenports, and beds are now available and 
show remarkable resistance to breakage. Coverings 
may be of heavy imitation leather in a dark color, 
since the light colored coverings become dingy after 
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several washings. Imitation leather may also be used 
for drapes and curtains. This material is available 
in many colors and various textures. The plain 
smooth surface is perhaps to be preferred to the imi- 
tation leather grainings, since this finish is both more 
beautiful and more easily kept clean. 


Considerable moving of patients from room to 
room and from ward to ward is both necessary and 
therapeutically desirable in the well managed mental 
hospital. These transfers will be greatly facilitated 
if the closet and dresser drawers are interchange- 
able with those in all other rooms. If closets are used 
in patients’ rooms, these should take the form of 
wardrobes recessed into the wall and covered with 
a locked door. ‘Rooms will thus appear to be more 
spacious and clothing can be protected against de- 
struction by the patient. 


Summary and Conclusions 


What is needed in mental hospital architecture is 
that even more careful thought and scientific study 


be given the housing of mental patients than has been 
given to the problems of housing the general hospital 
patient. The architectural problems connected with 
the plarining of mental hospital buildings are both 
very extensive and very difficult. The usual mental 
hospital includes within its grounds a very great 
variety of buildings, each of which must be carefully 
studied in order that the safety and quick recovery 
of the patient may be effected. The hospital work- 
shop, for instance, is commonly used by many of the 
patients and accordingly must be studied so that 
these patients will be exposed to the fewest possible 
opportunities for self-destruction or violence toward 
others and the maximum opportunity for therapeutic 
activity. Each building on the grounds and each 
room in the building must be given the same study 
as has been given to the ward unit of the general 
hospital. Such study on the part of the architects 
and hospital superintendents will undoubtedly show 
a high return in the hastened recovery of patients 
with consequent reduction of cost to the patient and 
to the community. 


News Notes 


Margaret R. Parker, formerly associated with the 
Epworth Hospital, South Bend, Indiana, has been 
appointed superintendent of nurses and superintend- 
ent of the City Hospital, Marion, Ohio. 


——@———— 


Elizabeth Haymaker has been appointed superin- 
tendent of Robinson Memorial Hospital, Ravenna, 
Ohio, succeeding J. Craig Smith. 


a 


Ellspeth M. Lightbody succeeds Mrs. Marie Cul- 
lenbine-Lynch as superintendent of Schmitt Memo- 
rial Hospital, Beardstown, Illinois. 


SO ———— 


Mrs. L. Gwyn Adams, who has been on a year’s 
leave of absence to regain her health, will resume 
the superintendency of Kleberg County Hospital, 
Kingsville, Texas, on the first of June. 


= 


Matilda Dennison, R.N., has been appointed to the 
position of superintendent of the Shriners’ Hospital 
for Crippled Children, known as the Twin Cities 
Unit, Minneapolis, Minnesota. Miss Dennison pre- 


viously was assistant superintendent at the Shriners’ 
Hospital for Crippled Children at Shreveport, 
Louisiana. 


—_——_<— — - 


Dr. Karl B. Sturgis is succeeded as superintendent 
of the Rhode Island State Infirmary, Howard, 
Rhode Island, by Dr. Seth F, H. Howes, former 
assistant superintendent of the institution. 


Mrs. Ruby B. Gilbert, former superintendent of 
the West Texas Hospital, Lubbock, Texas, is at 
present with the Central Texas Baptist Hospital, 
Waco, Texas. 


eicnnanensililtteinais 


Captain George F. Cottle, (MC) USN, of the 
U.S.S. Indianapolis, Flagship, will be stationed on 
the U.S.S. Pennsylvania, San Pedro, California, on 
and after June 20, 1936. 


— 


Rex Hospital, Raleigh, North Carolina, is making 
wonderful progress on the new $387,000.00 plant 
which will house about two hundred patients. 
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Looking Forward 


CARL D. HIBBARD 


Manager, Veterans’ Administration, Minneapolis, Minnesota 


L. IS DIFFICULT TO ASCERTAIN just when and 
where the plan or system of military pensions origi- 
nated, but it is definitely known that “It was in the 
reign of Elizabeth not long before the colonization 
in America, that the problem of caring for the poor, 
sick and maimed soldiers first compelled definite 
national recognition and action in England.” 


Colonial Pensions Legislation 


“In view of the fact that the practice of granting 
military pensions was well established in their home 
country, it was natural that the English colonists in 
America should provide standing relief and support 
of their soldiers injured in wars with the Indians or 
with the colonists of other nations. 


“The Plymouth Colony should probably be cred- 
ited with the earliest pension enactment in America. 
As early as 1636 the Pilgrims enacted in their court 
that ‘If any man shall be sent forth as a soldier and 
shall return maimed he shall be maintained com- 
petently by the Colony during his life.’ 


“The Massachusetts Bay Colony, Maryland, New 
York, Rhode Island, Virginia, and Pennsylvania 
subsequently enacted pension laws for the relief of 
maimed and disabled soldiers and it is, therefore, to 
be expected that within a few weeks after the sign- 
ing of the Declaration of Independence in the United 
States, the Continental Congress passed a resolution 
(August 26, 1776) promising pensions to soldiers 
and seamen who might be disabled in the Revolu- 
tionary War. These resolutions were shortly fol- 
lowed by others containing further promises of pay 
and gratuities inaugurating, at least by anticipation, 
a system of pensions and veterans’ relief which has 
been fostered and expanded from year to year by 
the National Congress. 


“The earliest pension acts of 1789 and 1790 did 
not specify any procedure for the administration of 
the pension system, other than to provide that the 
pensions granted should be continued under such 
regulations as the President might direct. Accord- 
ingly, the President issued instructions placing the 
administration of these laws under the jurisdiction 
of the Secretary of War, although Congress still 
retained control of the actual allowance of claims. 

“Under the general pension law of 1792, the duty 
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of adjudicating pension claims was imposed upon the 
United States Circuit Courts, with the requirement 
that they should report their actions to the Secretary 
of War. The Judges unanimously denied the power 
of Congress to impose such duties upon the judiciary, 
and the Congress finally yielded by enacting the law 
of February 28, 1793, providing new regulations as 
to procedure. 


Pension Legislation Early in the 19th Century 


“In 1803, however, a new pension law was enacted 
which endowed the Secretary of War with the 
power of final decision in the allowance of claims. 
In 1828, the administration of the law granting pen- 
sions to Revolutionary War survivors was placed in 
the hands of the Secretary of the Treasury, but it 
was in 1835 transferred to the Secretary of War.” 


“On March 2, 1833, a law was enacted providing 
for the appointment, until the expiration of the next 
Congress, of a Commissioner of Pensions, ‘to exe- 
cute, under the direction of the Secretary of War, 
such duties in relation to the various pension laws 
as may be prescribed by the President of the United 
States.’ Subsequent legislation continued the office 
from time to time, until under the Act of January 
19, 1849, the office was given a permanent status. 
With the establishment of the Interior Department 
in 1849, the Bureau of Pensions became a part of 
that Department, and the Secretary of the Interior 
was given supervisory and appellate power over the 
acts of the Commissioner of Pensions. The Bureau 
remained in this same legal status until by Executive 
Order of the President of July 21, 1930, in con- 
formity with the Act of July 3, 1930, it was trans- 
ferred to and made a part of the newly created inde- 
pendent organization known as the ‘Veterans Ad- 
ministration’ under the control of an ‘Administrator 
of Veterans’ Affairs.’ 


“Upon the Congress, of course, still devolves the 
duty of initiating pension legislation and enacting 
laws for the relief of veterans and their dependents. 
Having enacted measures into laws, however, the 
jurisdiction of Congress over pension matters ceases 
and the duties of administering the laws and ex- 
tending the relief granted rests upon the agency 
created for that purpose. 





Classification of Veterans’ Pensions 


“Pensions to veterans may be classified into two 
groups: (1) those for disabilities and diseases in- 
curred in the military or naval service and (2) those 
given to veterans who served for a specified period 
of time during a war, provided they are also able to 
meet certain additional requirements not connected 
with military service, such as the existence of disease 
or disability not of service origin, indigence, inability 
to perform manual labor, or the attainment of a cer- 
tain age. 


“A further classification of pensions includes those 
provided for widows, children, and dependent 
mothers and fathers.” 


The foregoing is a brief history of the develop- 
ment of the organization set up by the federal gov- 
ernment for the administration of the various laws 
affecting the payment of pensions, and the furnish- 
ing of other benefits to that special group of citizens 
who have served their country in the military and 
naval forces during times of national emergency. 


Because of the public’s conception of the Nation’s 
responsibility for the social welfare of its citizen- 
ship, a new type of pension is being provided for, 
by the payment of Federal grants to those States 
that have plans for old age assistance, aid to de- 
pendent children, and the blind. The only legal 


requirement for eligibility is citizenship, or if an 
alien, that he has resided in this country for a 
certain number of years. Because the amount of 
pension to be allowed under the initial old age pen- 
sion acts is relatively modest, it should be anticipated 
that history will repeat itself, and that demands will 
be made for increased allowances and benefits. 


Demands for Increased Allowances 


Two factors will enter into this demand. First, 
after the country returns to prosperity and prices 
rise, the pensions paid will fail to meet the require- 
ments of needed sustenance. Second, it can be an- 
ticipated that just as the veterans have organized 
for the purpose of promoting legislation which is 
beneficial to its group, so also can it be anticipated 
that the citizen pensioner group will organize and 
work for legislation that will better its conditions, 
not only from a financial standpoint but also from a 
health standpoint. 


A pension is not granted because of any property 
right the pensioner has or may have acquired in it, 
but is granted merely as an act of gratitude from the 
bounty of the government. The modest amount of 
the pension can only provide the pensioner with the 
minimum necessities for maintaining existence, i.e., 
food, shelter, and clothing. Pensions do not provide 


an income which anticipates extraordinary and occa- 
sional expenditures necessary to maintain the in- 
dividual in health, and because of this, it seems to 
me certain that any organization composed of the 
old age pension group can be expected to advocate 
the establishment of medical services, which will 
provide for sick and hospital benefits without cost 
to the individual pensioner. It should be remem- 
bered that most of the old age pension group have 
children, who, under the law, are legally liable for 
the support of their aged parents, and to the influ- 
ence of any organization composed of the old age 
pension group will be added the support of these 
relatives, who will be anxious to have the laws lib- 
eralized in order that they, themselves, may be re- 
lieved of the financial burden of caring for the 
parents. Neither the old age pension group nor the 
relative group will be satisfied with a medical service 
that offers them less in service and health protec- 
tion than is now available for those persons of 
means, who have access to the best medical insti- 
tutions. 


The Veterans Hospitals 


Witness the demands of veterans who have caused 
the federal government to establish throughout the 
‘United States a splendid chain of hospitals and an 
especially high standard of medical service. You 
will recall that in the initial legislation affecting 
‘World War veterans, no provision was made for the 
hospital care of any but veterans with service con- 
nected disabilities. You will also recall that five 
years after the war, on June 7, 1924, Congress made 
provisions that all hospital facilities under the con- 
trol and jurisdiction of the then Veterans Bureau 
would be available for every honorably discharged 
veteran regardless of the origin of his disability. 
This Act stands today except that hospital treat- 
ment for the veteran with a non-service disability is 
now restricted to those who certify that they are un- 
able to pay for their hospital care. 


In addition to providing hospital care, provision is 
made, that those who are unable to pay may be fur- 
nished suitable clothing to protect their health, or 
special clothing necessitated by the wearing of pros- 
thetic appliances as well as other minor items, such 
as writing paper, stamps, toilet articles, et cetera. 


Hospitalization of Old Age and Unemployment 
Beneficiaries 


So far as I am aware, no provision for hospital- 
ization or medical treatment has as yet been made 
for any of the citizen beneficiaries of old age pension 
acts, and it seems to me that a study of the develop- 
ment of veterans benefits as relates to medical care 
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and hospitalization, would be of value to your group 
in considering a plan to meet the future needs for 
hospitalization and medical care of the citizen pen- 
sioner. At the present time it is possible to anticipate 
these medical probiems as they relate to the old age 
group, and to devise a plan to meet them rather than 
to wait and try to deal with them in the retrospect. 


It is well to keep in mind that in the beginning it 
was the hope of Congress, as expressed in the War 
Risk Insurance Act of October 6, 1917, that pen- 
sions as had been experienced in this country, would 
be abolished, and in place thereof would be substi- 
tuted an Act that was designed to pay a compensa- 
tion based upon a theory similar to industrial com- 
pensation. While the war was going on the 
Veterans of the World War were not organized, but 
with their return to their home communities, and 
their.development into peace-time veterans’ organiza- 
tions, with their local, state, and national influences, 
with their assumption of responsibility to see that 
their disabled comrades were adequately cared for, it 
was natural that through their organization they 
would assume leadership in sponsoring legislation 
that would be beneficial to their group. 


Where Old-Age Pensioners Should 
Be Hospitalized 


With social legislation being enacted for the bene- 
fit of the citizen who is aged, infirm, blind, or crip- 
pled, reaching into every state and community, who 
in numbers far exceeds the number of veterans, it 
is reasonable to foresee the development of a na- 
tional organization that will take in this new group 
of pensioners. Through this national organization 
will be created demands for services by the State 
which cannot be met in any other way, unless the 
medical profession and its institutions anticipate the 
situation and develop a sensible plan that will solve 
the health and sickness problems of this group. 
Unless the medical profession does anticipate and 
provide a remedy for this situation, then it can be 
anticipated that the organization which sponsors the 
cause of the citizen beneficiary, will solve the prob- 
lem by demanding that the States provide institutions 
for free medical care and hospitalization. It is the 
perfectly natural development of the demands of 
this group, because they are already pensioners of 
the State. It seems to me necessary that your or- 
ganization anticipate the potential influence of this 
group for free hospitalization and medical care, and 
that you work out some plan to meet these future 
needs. It may be necessary to do this, through the 
organization of an old age medical plan providing 
for hospitalization and medical care, the plan to be 
financed either by endowments, public or private, 
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subsidies, or through group cooperation between the 
medical profession and the hospital association. It 
might be possible to have-pension legislation amended 
to include a certain percentage of pension funds to be 
allocated for medical and hospital care, which funds 
could be drawn on and used if needed for this type 
of service. The purpose of these funds would be 
to provide for any medication or hospitalization of 
the old age pensioner in his local home community, 
by his own physician—the one in whom he has 
established his confidence. Such an arrangement 
would: keep the pensioner among his friends and 
relatives instead of placing him at a distance in the 
hands of strangers. 

It would take much time and study to work out a 
plan to meet the needs of this situation, but it seems 
to me well worth while in view of past experiences. 
The medical profession heretofore has always voiced 
its objections after the fact, instead of before—and 
apparently either through lack of anticipation of the 
results to be accomplished by the proposed legisla- 
tion, or because of indifference to the situation, it 
has failed to shape its plans accordingly. It would 
seem to me wise, if your group would look forward 
and plan now to meet this future problem. 


In conclusion, the matter of pensions and the med- 
ical care of the infirm, both military and civil, is 
not a new subject, but due to the constantly increas- 
ing demands brought about by new legislation and 
progressive thought, and a completely changed social 
point of view, your Association must be prepared to 
cope with the ever-changing medical and hospital 
situation, and should take an active part construc- 
tively in the establishment of this new regime. In 
other words, you should work with the proponents 
rather than the opponents, and this work should be 
undertaken while proposals are in the making, rather 
than after they have been made. 


A Challenge to an Established Tradition 
of Biology 


Carbon Dioxide is “almost as essential to the nor- 
mal functioning of the body as is oxygen.” This 
statement was made at the American Philosophicai 
Society in Philadelphia by Professor Yandell Hen- 
derson of Yale University, one of the leaders in 
research on respiration. 

Professor Henderson contended that it is an error 
to think that any considerable residue of carbon 
dioxide left in the body is a poison; a certain amount 
is absolutely necessary, because carbon dioxide is 
“the normal stimulus to the circulation as well as to 
respiration. ”- 





Shoes for the Cobbler’s Children 


J. A. BRITTON, M.D. 


Associate Professor of Medicine, Northwestern University Medical School, Chicago, Illinois 


1. IS RECOGNIZED in industrial establishments 
that the efficiency of the organization and the quality 
of the product depend more on the health, comfort, 
and loyalty of the employees than on any other fac- 
tor. It has also been recognized that health, comfort, 
and loyalty depend a great deal on proper placement 
—in other words, carefully fitting the individual to 
the particular job for which he is qualified. Proper 
placement presupposes a reasonably accurate knowl- 
edge of an individual’s mental and physical capacity. 
Through the ordinary interviews and discussions in 
the employment office the employment manager tries 
to arrive at some estimate of an applicant’s mental 
capacity; by physical examination by trained physi- 
cians it is determined whether or not the particular 
individual is physically able to carry on the job for 
which he is applying. 


Likewise, if an individual has been employed and 
placed on a job which is thought to be suited to his 
mental and physical capacity, continued satisfactory 
service—service satisfactory both to the manage- 
ment and to the individual himself—depends on more 
or less continued observation of development in the 
field of mental and physical capacity. In other 
words, physical examination for the purpose of 
original placement is insufficient unless there is some 
means of determining from time to time as months 
and years go by the important developments as far 
as health is concerned. These general principles and 
the plan for carrying them out have been accepted 
and practiced by most of the industrial establish- 
ments where such things are thought of at all. 


The medical department of an industrial estab- 
lishment not only thinks in terms of the physical con- 
dition of the individual workers, but also of the 
environmental factors which have important rela- 
tions to health. These environmental factors begin 
with the job itself—how and where it is done, the 
particular kind of work, the amount of physical and 
mental energy consumed by the job, the length of 
the working day—and many of the more indefinite 
factors such as the individual’s personal responsi- 
bilities, his personal habits, and where and how he 
lives. 


*Read before the Illinois State Nurses’ Association and 
the Illinois League of Nursing Education at the Tri-State 
Hospital Assembly May 6, 1936. 


The value of rest and relaxation in conserving 
health is more and more appreciated—the amount 
of rest in a day, in a week, and in a year. The old 
idea was to work a man as many hours as he could 
stand. Up to only a few years ago an employee was 
not regarded as entitled to or needing a vacation 
unless he belonged to the salaried group. At the 
present time enlightened managers have come to the 
realization that for an individual’s best interest, for 
the sake of his job, the way he does his work, and 
the quality of his work, he must have sufficient rest 
every day and every week. In addition to this, it is 
necessary that he have complete relaxation from time 
to time, such as is best given in a period of vacation. 
The old argument used to be that because a man 
was paid by the hour or by the piece it would be 
impossible to allow a vacation with pay. Now, how- 
ever, many industrial establishments find it not only 
possible but advisable to arrange for vacations with 
pay irrespective of the job the man does or how he 
is paid. 

There has been much publicity about the problem 
of disability due to sickness or injury. We are told 
that many people find this problem very difficult to 
solve, but experience has shown that much can be 
done to help the sick or injured carry this burden. 
Industrial management has learned that stability in 
organization demands recognition of the importance 
of this problem and at least active cooperation in 
some type of insurance plan for spreading this load. 


Twenty years ago more than half of all the em- 
ployees in a factory were occupied in moving mate- 
rial from one place to another, and many of these 
jobs were of the very heavy labor type. At the 
present time a great many of these heavy jobs are 
being done by mechanical means; instead of push- 
ing by hand a heavy truck loaded with castings, 
these trucks are moved by power machinery. In 
the so-called “line assemblies” mechanical means for 
lifting and placing heavy parts are provided, elimi- 
nating much of the hard muscular effort and pro- 
viding greater speed and efficiency. Great and per- 
sistent physical exhaustion brings old age of tissues 
faster than the natural change of time. It is impos- 
sible to effectively utilize the experience, training 
and judgment of a wise and loyal old head unless 
the head is supported by a properly functioning 
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body. The wastage of excessive amounts of phys- 
ical energy becomes very expensive in the long run. 


The success of any organization, as mentioned 
before, depends a great deal on what is termed 
“loyalty to the job and to the organization.” It is 
impossible for any individual to give loyal service 
to a job where the future does not provide a chance 
to increase his value to the organization and a plan 
for some continued compensation when he becomes 
old in service. If every man had to look forward 
to the scrap heap at the end of his greatest physical 
capacity it would be very hard for him to have any 
sense of loyalty to his job or to those he serves. On 
the other hand, if an individual can look forward to 
some means of taking care of himself by special 
consideration for previous service in the way of a 
pension he feels that the particular work with which 
he has become associated is the kind of work he 
would like to continue throughout his natural life. 


In a few words then, the modern industrial estab- 
lishment must have a plan for proper placement, a 
plan for supervision of the health of its employees, 
some means of eliminating unfavorable environmen- 
tal conditions, some plan for taking care of the indi- 
viduals who are sick or injured, and an ultimate plan 
for consideration of the individual who has grown 
old in service. 


In line with modern trends toward specialization 
in services of all kinds, there has grown up what we 
now consider a very necessary health service which 
is exemplified by our modern hospital. To all in- 
tents and purposes the modern hospital is an indus- 
trial unit. True, it deals with human material; but 
the buildings, the equipment, the personnel—all 
make up a large industrial establishment for han- 
dling a particular kind of human service—a veri- 
table human repair shop. There is just as much 
reason for care in choosing employees, in selecting 
them for the particular jobs for which they are best 
qualified both mentally and physically, for supervi- 
sion of their health at regular intervals, as there is 
in any factory that makes automobiles or trucks. 


The modern hospital is like a steel mill; it must 
provide service twenty-four hours a day every day 
of the week. Humans do not choose when they are 
going to be sick, nor can they choose the time they 
will need the service that is given at a hospital, and 
because of this it is necessary to organize a hospital 
so that it will function continuously as demands are 
made upon it without respect to the hour of the day 
or the day of the week. The distribution of em- 
ployees over the hours and days must be planned so 
as to provide this service, and yet not overwork the 
staff. 


We are accustomed to think of the doctor and the 





nurse at a hospital as furnishing all the service re- 
quired by a patient who goes to such an institution ; 
we are likely to forget that in order that the doctor 
and nurse can function there are a thousand and 
one things that have to be done in the maintenance 
of the hospital, in providing supplies, food, and 
even heat, ventilation, and ordinary cleaning, which 
require the regular members of the hospital staff, 
each performing his regular function; and these 
services, although not seen by the ordinary patient, 
are essential to the welfare and comfort of the in- 
dividual who comes to the hospital for service. 


As a doctor, I am particularly interested in those 
who have to do directly with the medical service— 
the technicians, the nurses, the interns and the staff 
—but what I have to say applies equally to all the 
personnel of such an institution. The education of 
a nurse, doctor, or technician would not be possible 
were it not for the fact that a considerable part of 
the cost of such education is borne by the commu- 
nity and not by the individual himself. While a 
young medical student is apt to think that he is con- 
tributing more than his share in effort, time and 
money, as a matter of fact the actual cost of main- 
taining the educational institutions through which 
he must pass in order for him to become a doctor is 
greatly in excess of what he contributes. 


For this reason alone, then, if for no other, it 
would be very poor economy, as far as the commu- 
nity is concerned, to allow a student to enter and 
continue in a medical course if he is not physically 
able to complete his course and at least begin his 
life’s work at the end of his formal education. It is 
only in the last few years that this has been brought 
vividly to the attention of those responsible for our 
medical schools, so that now it is the accustomed plan 
that a student not only submit to a careful and thor- 
ough physical examination at the beginning of his 
training, but he must be checked periodically during 
his entire four years. 


We now require a medical student to spend at 
least one year in an approved hospital before he is 
allowed to practice medicine. Too many of our hos- 
pitals are accepting medical school students as in- 
terns without any knowledge on the part of the hos- 
pital of the physical condition of the students when 
they enter, and fail to check their physical condition 
before they leave. It is true that most hospitals pro- 
vide a hospital bed for an intern who has an acute 
illness during his service, but the point I wish to 
make is that there is no regular provision for con- 
tinuing the kind of medical service that is begun in 
the medical school throughout the internship period. 


Some of our more progressive hospitals have pro- 
vided a rather comprehensive and rigid health su- 






pervision of nurses and other members of the resi- 
dent group. It is surprising, however, that even 
these better hospitals have omitted to do many of 
those essential things even up to the present. It 
seems absurd, to use no stronger term, for a nurse 
to spend three years in a hospital, learning all the 
various things she is supposed to know, give her a 
diploma, turn her loose on the community, and even 
help her to get a job; then to find that her first em- 
ployer insists on a physical examination and some- 
thing is discovered that makes it impossible for her 
to continue in the practice of her profession. This 
sounds like a rather overdrawn picture, but I hap- 
pen to know just such a case of a nurse graduating 
from one of our big hospitals, being employed the 
following week at another large institution, and on 
physical examination found to have a serious lung 
defect. 


All the convention laboratory procedures, includ- 
ing x-ray, in a hospital are apt to be thought of in 
terms of the price charged for this service to regular 
pay patients of the institution. The hospital man- 
agement very frequently forgets that the technical 
departments of a hospital are not working continu- 
ously to capacity; in fact, they must have some lee- 
way in order to meet the varying requirements be- 
cause of changes in the patient load. Without 
increasing the personnel of these departments at all, 
without adding to the cost of the materials to any 
appreciable extent, all such necessary service can be 


given to the employees of a hospital without any’ 


serious change in the profit and loss account. 


I have had several arguments about the cost of 
x-ray plates. The same argument holds for the 
other technical departments; the hospital has the 
equipment; it has the personnel. Every individual 
needing x-ray service in the hospital could be given 
such service for simply the additional cost of the 
plate. Auditors are inclined to think of x-ray chest 
plates in terms of a minimum charge of $5, and an 
ordinary charge of $10 to $15. We all know, how- 
ever, that any hospital can buy the large size x-ray 
plates for not more than 60c apiece. 


The reputation of any hospital depends a great 
deal on the organization of its ordinary building 
services and the individuals who give these services. 
Health supervision is just as important for this group 
as for the nurses and interns. The department of 
health of most cities now requires regular and rigid 
health supervision of those who handle food. This 
is as it should be. Little by little, over a period of 
years, this idea of supervision of health and comfort 
of employees of hospitals is given more considera- 
tion. Some groups of individuals, rarely the entire 


group, in our well-organized institutions are getting 
everything necessary. A great many of the institu- 
tions, even the so-called best ones, have yet to do 
some important part of this supervision of the health 
of their own organization. 


I do not think any one has ever heard of a nurse 
who has become financially independent working at 
her profession. Every hospital employs—directly 
or indirectly—a considerable number of graduate 
nurses. The majority of them work long hours, and 
their work is not easy from a physical or mental 
standpoint: They rarely get adequate rest; they 
never have enough money to really get excited about ; 
and if they get sick, unless they manage to belong 
to some insurance or some association that provides 
for medical service, they are apt to get—not what their 
own hospital would give them—but whatever their 
financial status will provide. I do not mean to imply 
that all graduate nurses should be taken care of free 
in the institution from which they graduated, but I 
do think a great deal more thought and effort could 
be used in working out a plan to avoid the catas- 
trophe of a trained servant of a community being 
compelled to seek public charity if she should be ill 
longer than a week or two. 


The purpose of this discussion is not to give a lot 
of detailed suggestions and specifications of exactly 
how to take care of the health of those regularly em- 
ployed in hospitals; my only object is to emphasize 
the fact that a modern hospital is really a large 
industrial establishment and it should take advan- 
tage of those things commonly done and found to 
be good practice in other industries. 


We hear a great many complaints that private 
hospitals are having a hard time to keep going be- 
cause of their present overhead, and for that reason 
a great many of those in charge of such establish- 
ments hesitate to institute anything that even sug- 
gests the possibility of additional expense. I simply 
wish to restate what I said to you in the beginning 
of this paper: that the product of an industrial 
establishment—irrespective of whether it has to do 
with human service or inanimate objects—depends 
on the loyalty, the intelligence, the health, and the 
comfort of the individuals who do the work in the 
establishment. Do not forget, in considering this 
matter, that disloyalty, ill health and discomfort 
might easily increase the cost of the service or the 
product far beyond what it would cost to change 
disloyalty to loyalty, ill health to health, discomfort 
to comfort. 


I am sure that all these problems of hospital ad- 
ministration are real and that common sense demands 
that they be given prompt and thorough considera- 
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tion. I am also convinced, from my years of experi- 
ence in dealing with large groups of industrial em- 
ployees, that health service pays big dividends and 
pays in more ways than one. While it is not to be 
hoped that the multitude of problems that face us 


in these institutions can be solved to the entire satis- 
faction of everybody concerned, it is believed that 
there is a chance for improvement, and as time goes 
on at least the cobbler’s children will have more and 
better shoes. 


The Hospital and Its Housekeeper 


ALTA M. LA BELLE 
Housekeeper, Michael Reese Hospital, Chicago, Illinois 


< ye INSTITUTIONAL HOUSEKEEPER of yes- 
terday, because of the smaller size of the hospital or 
institution, of necessity, did not have to be a “spe- 
cialized” executive. Many of them were either 
nurses (whose training was limited to their own 
vocation) or women who had progressed from other 
ranks in the institution itself. Unlike the specialized 
field of the nurse or dietitian, the housekeeping di- 
rector in the hospital or institution is probably the 
only department head who, when she becomes pro- 
fessionalized, will not be limited to a single field. 
Her profession can keep her in hospital, institution, 
hotel, club or steamship work. Today, unlike the 
housekeeper of the past, the directing housekeeper 
must be specifically trained for her particular duties. 
Hospital housekeeping calls for thinking and plan- 
ning directed to just the same ends as any other 
business that is big enough and complicated enough 
to require management. Therefore, I am taking 
this opportunity to quote the past president of the 
National Executive Housekeepers Association, Miss 
Anne Owens of the Sherry-Netherlands of New 
York City, in her recent address before the National 
Federation of Business and Professional Women’s 
Clubs in Chicago. 


Who Is the Executive Housekeeper? 


“She is a business woman who has grown up with 
the times; is marching IN TIME by keeping house 
for the traveling and ailing public; ‘Home—away- 
from-home’ (for millions of professional men and 
women like you). 

“She is the guiding hand, the master mind, in 
creating comfort and home atmosphere in thousands 
of hotels, hospitals, institutions, clubs, schools and 
state sanitariums. SHE EVEN GOES TO SEA to 
make a home for her family of travelers—now that 
the great steamship companies. employ her services. 


*Presented at the Tri- State Hospital Assembly (Illinois, 
Indiana, and Wisconsin), May 7, 1936. 
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“Her private office you seldom see—it is behind 
the scenes, where she concerns herself strictly with 
directing the activities of her many employees, in 
maintaining the atmosphere of HOME, while keep- 
ing step with progress.” 

You have heard very little about this profession ; 
because it has only been in recent years that man- 
agers and superintendents have provided an incentive 
for women of higher education to enter this field of 
business. This has been brought about by reason of 
tendency away from owner-management to corpo- 
ration-ownership on the part of large projects. An 
impersonal attitude toward the executive house- 
keeper and her duties has been created. This gives 
her an opportunity to establish full control and full 
responsibility for her job. It gives her the status 
of a professional business woman. 


No Overcrowding in the Field 


“Ts the field overcrowded now?” is asked. I quote 
Lucius M. Boomer’s book, “Hotel Management,” in 
stating, “There are not enough competent housekeep- 
ers to supply the demand.” The word competent 
cannot be over-emphasized. There is and has been 
a great deal of unemployment in this field as in all 
others ; yet the cry for competent women has never 
been stilled. After years of unified educational ef- 
forts we hope to supply the demand. 


Training Is Necessary 


It is fortunate that several of the colleges have 
seen the need for training along this line and have 
inaugurated housekeeping classes in their adminis- 
trative educational work. The diversity of knowl- 
edge necessary for this work might be more easily 
explained by the accompanying chart of the depart- 
ments over which the housekeeping director has con- 
trol. Hospital or institutional housekeeping is today 
an APPLIED SCIENCE. 
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Does My Community Need 
a Hospital? 


Every community is proud to possess a hospital. 
Each citizen feels that the existence of a hospital 
within easy access is a potential protection to him 
and his family in case of sickness or accident. Each 
doctor feels that he can take better care of his 
patient and can avail himself of the advances in medi- 


cine in a hospital. 


But before building a hospital each community 
should answer to itself certain questions; should 
inquire carefully into its needs and its resources, and 


make its decision upon facts, not emotions. 


First, a survey of existing hospital facilities in 
the neighborhood should be made. If good roads 
make for easy transportation to a hospital within 
reasonble distance, a distance that varies in different 
parts of the couytry; if the number of people to be 
served is less than 20,000, then the addition of 
another hospital is of doubtful advantage. This num- 
ber of 20,000 persons is a more or less arbitrary 
figure derived from experience as the minimum 


number needed to support a hospital of 20 beds. 


‘It is generally recognized that one good hospital 
of 100 beds with facilities for the care of medical, 
surgical, and obstetrical patients and children, with 
adequate equipment and laboratories serving a 
rather large area, containing a population large 
enough to support it, is better than four or five 
smaller hospitals of 20 or 25 beds each, none of 
which can afford or provide the expensive equipment 
needed. If transportation is difficult or the distance 
too great, then consideration may be given to the 
establishment of smaller, less pretentious units, but 
here the definite limitations of the small hospital 
must be recognized. Such a hospital is suitable only 
for the care of certain types of medical cases, for a 
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limited classification of surgical cases, including the 
more standardized types of operations and fracture 
cases, and for obstetrical cases. Medical and sur- 
gical conditions difficult of diagnosis and treatment 
should be sent to the nearest large hospital. Difficult 
surgical cases requiring specially trained operators 
should not be attempted in the small hospital. The 
small hospital with a staff of limited training and 
limited facilities, that attempts to treat all classes of 
medical and surgical cases, will achieve only a bad 
record and a high mortality. Self-imposed limita- 
tions as to the types of cases to be cared for, care- 
fully lived up to by the trustees and staff, can make 
an asset of the small hospital. It can become the 
medical center of the community, the meeting place 
of the doctors for the interchange of information and 
experience. It can contain the office of the Health 
Officer, the Board of Health around which can be 
built up sanitation and preventive medical practices 
for the protection of the community. From it the 
Public Health Nurse should carry on her district 
work, 


The committee to make this survey should be 
composed of both doctors and laymen, for this proj- 
ect must be a joint project viewed in the interest of 
and requiring the support of the community as a 
whole. Financial support must come from the lay 
population, professional support from the medical 
fraternity. Both must be adequate. 

Financial support must be sufficient to provide 
funds to build, equip, and maintain. It is desirable, 
of course, to build a new hospital but many a fine 
institution of today started in some made-over build- 
ing. Made-over buildings are never satisfactory and 
the cost of maintenance is at least the same or higher 
than for new buildings. It is, however, a matter of 
money and of cutting your cloth according to your 
pattern. 


A new, modern, fireproof hospital building for 
20-50 beds will cost not less than $3000 per bed or 












$60,000 for the smaller number. Equipment costs 
should be estimated at around twenty per cent- of 
bed cost or $600 per bed or $12,000, making a total 
of $72,000. A frame building with limited equip- 
ment can be built and equipped for around $25,000. 
The amount your community can raise in cash will 
determine what you can build. It will cost some- 
where between $4 and $5 per day for each patient 
reckoning on a seventy per cent occupancy average, 
or approximately $25,000 a year to maintain. The 
percentage of maintenance costs contributed by pa- 
tients varies from sixty per cent to ninety per cent in 
different parts of the country. What part of this 
cost can be expected from patients in your commu- 
nity? Can the remainder be provided through dona- 
tions, endowment, or from tax funds? These finan- 
cial questions must be faced and answered satisfac- 
torily if the project is to succeed. To start with a 
large debt and interest charge is to hang a millstone 
around the neck of your institution. 


Professional support depends upon the training of 
the doctors in the community. Have they had ade- 
quate training in medical schools and as hospital in- 
terns to properly care for the serious cases that hos- 
pitals must care for? Is their surgical skill adequate 
to properly undertake operations? If not they 
should continue to send such of their patients as 
need hospital care to those who are so trained. If 
they can successfully measure up to these require- 
ments and will limit their efforts to those conditions 
that can adequately be cared for with the limited 
equipment of a small hospital then professional sup- 
port may be considered satisfactory. Moreover the 
existence of a hospital will tend to attract better 
trained men and so ultimately raise the quality of 
medical practice in the community. 


The American College of Surgeons has given val- 
uable aid in setting forth the standards necessary for 
hospitals and these requirements should be carefully 
studied and lived up to. 


If financial support can be assured and profes- 
sional support is found to be satisfactory, then and 
then only should a community undertake to estab- 


lish a hospital. 
N. W. F. 
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The Passing of the Institutional 
Nurse 


For several months past hospitals in many sections 
of the country have found it difficult to secure a 
needed number of competent registered nurses for 


floor and supervisory duty. The reduction in the 
number of training schools, the lengthening of train- 
ing courses, the decrease in the number of graduates 
from a peak of 24,000 annually to 18,500 at present, 
and the reduction in salaries, together with the greatly 
increased employment of nurses in positions remotely 
connected with the bedside care of the patient are 
the contributing factors to the situation that is be- 
coming increasingly difficult for hospitals. 


In the past, as well as for the future, hospitals will 
be the only institutions in which nurses can receive 
their training. Whether such training is apprentice 
training, as much of it must be, or academic, as some 
of it will be, the hospital remains the laboratory and 
school for the nurse. 


The purpose of the hospitals in training nurses is 
primarily for the care of the sick either in the hos- 
pital or the home. Ninety-five per cent of the cost 
of such training comes from the revenues of the 
hospitals, a very large portion of which is provided by 
the patient who pays for his hospital care. With the 
lengthening program for the education of the nurse, 
together with the added instructional facilities to 
educate and prepare the nurse for specialized fields, 
the hospitals are finding it increasingly difficult to 
operate their training schools. Many are employing 
graduate nurses for supervisory services, and be- 
cause they cannot secure graduates for floor duty 
and other services, are adding maids to do the menial 
part of the work, and glorifying them by calling 
them nurse aids. . 


In the past one of the main compensations the 
hospital received from operating its training school 
was the assurance of having a constant supply of its 
own graduates to staff its nursing service. In recent 
years this compensation seems to be denied, for out 
of the 18,500 nurses who are graduated each year 
less than one-fourth of that number enter insti- 
tutional work, 


The hospitals have been and still are the largest 
employers of graduate nurses. In the depression 
period sixty thousand nurses were constantly em- 
ployed in our institutions. In normal times this 
number is increased to seventy thousand. 


There are approximately a constant of one hun- 
dred sixty thousand graduate nurses available for 
employment. Five years ago five thousand of this 
number were employed as public welfare nurses; 
today twenty thousand are so employed, and, if our 
reports are correct, fifty thousand are needed. The 
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question immediately presents itself, “Just how much 
is the responsibility of the hospital to train the pub- 
lic welfare nurse in her particular specialty?” 
Twenty thousand more graduate nurses are em- 
ployed in physicians’ offices; twenty thousand in 
industrial plants and commercial houses; four thou- 
sand as nurse anesthetists, and probably six thousand 
more in activities not listed above, a total (including 
the sixty thousand employed by hospitals) of one 
hundred ten thousand, leaving but fifty thousand 
nurses to care for the sick in homes throughout the 
country. 


The maid in the hospital who is intelligent and 
who becomes the nurses’ aid will, after a year or two, 
begin to seek employment in the homes of the sick, 
as a practical nurse, and many will be employed. One 
hundred thousand practical nurses are being so em- 
ployed at present. The training of nurse-aids will 
inevitably increase the number of practical nurses, 
who will compete for employment with the graduate 
nurse. 


Hospitals want nurses trained properly. They 
want the intelligent student in training and the com- 
petent graduate to serve their patients. They will go 
just as far in developing the program for the edu- 
cation of the nurse as their financial resources will 
permit. They must have well-trained, qualified 
graduates for their nursing service. It is very doubt- 
ful whether it is the function of the hospital, cer- 
tainly it is not the responsibility, to educate the nurse 
for service in highly specialized fields of nursing. 


The Housekeeping 


Department 


Progressive hospital executives are rapidly recog- 
nizing the need for placing the housekeeping depart- 
ment on a parity with the other major departments 
of the hospital. 


This department comes into intimate touch with 
every patient and every resident employee of the 
hospital, and under the critical observation of every 
visitor. Few of these would presume to pass upon 
the quality of nursing or medical care, many would 
not presume to judge the adequacy of the dietary 
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service, but all of them consider they are capable of 
judging the quality of the housekeeping service. 


Hospitals are recognizing the worth of competent, 
well-trained and intelligent housekeepers. They are 
rapidly getting away from the system of selecting as 
the head of the housekeeping department any person 
who may be available. 


While the payroll of the housekeeping department 
is usually less than that of the dietary department, 
its personnel is usually greater and its problems of 
supervision are more difficult than are those of any 
other department since its personnel is scattered 
throughout the institution. The quality of its service 
is difficult to judge since there is no definite yard- 
stick of measurement. 


The grade of cleanliness, the life of floor mate- 
rials, paint, or linens are not usually matters of ac- 
curate record like the cost of fuel or of meals and 
any opinion on the proper serviceable life of other 
general furnishings is subject to so many variables 
that the administrator has no recourse but to depend 
upon the judgment and capability of the head of the 
housekeeping department. 


Some of the leading universities have recognized 
the need for better trained housekeepers and have 
introduced well balanced courses in their domestic 
science courses. This has been accomplished largely 
by substituting courses in the chemistry of cleaning 
and the physics and chemistry of textiles in place of 
the chemistry of nutrition as given in courses in die- 
tetics. What remains to be done is for the institu- 
tions to give the housekeeping department the ad- 
ministrative facilities and dignity of professional 
status already accorded the dietetic department and 
then to establish internships for practical training in 
institutional housekeeping as they have already done 
in institutional dietetics. 


This may be slow in coming. Dietitians in the 
larger institutions ordinarily have from one to six 
or seven assistants. Housekeepers rarely have even 
one. But the sooner executives realize they cannot 
have good housekeeping without good housekeepers, 
the sooner they will make proper provision for train- 
ing them. 


The experienced housekeeper, in her check and su- 
pervision of damaged supplies and furniture, and in 
instituting their prompt repair instead of sending 
them to the attic or some other out-of-the-way place, 
saves her institution a great deal of money each year. 
She occupies an important position in hospital man- 
agement. 





Six Points for Service Plans 


JOHN A. McNAMARA and MICHAEL A. KELLY 


Director and Associate Director, Cleveland Hospital Service Association 


| oe SERVICE PLANs are no longer ex- 
periments. Those days, when the theory of what 
was then known as “group hospitalization,” although 
only a few years back, have vanished and in their 
places stand close to a hundred service plans, all of 
them similar in principle, yet most of them different 
in operation. Perhaps that is as it should be—we 
wouldn’t know—perhaps varying conditions in vari- 
ous localities demand differences in style, much on 
the same principle that decrees that the five gallon 
Stetson of Texas will not be interchangeable with 
the shiny silk “Topper” of Park Avenue. In any 
event the time has arrived—or ought to have arrived 
—to set down some criteria for all Plans, some yard- 
sticks and test measurements that may bring all plans 
through these growing pains so that they will leave 
no embarrassing scars or impediments that might 
haunt us all five or ten years from now. 

Naturally, in the beginning, success was measured 
by size, and while size is important, it is by no means 
an accurate measurement and should never be con- 
sidered as anything more than a desirable adjunct. 
Great numbers of subscribers obtained and kept at 
an enormous cost, or great numbers secured, but far 
from secure, are very apt to prove to be the greatest 
of all boomerangs for service plans. The authors are 
not giving an alibi for lack of subscribers, we have as 
of June 1, approximately 27,000 employed subscrib- 
ers and are gaining members at the rate of from 
2,000 to 2,500 a month. Nor are they particularly 
bragging that all of these are subscribers to the Plan 
forevermore, but they do feel that too much emphasis 
in the past has been placed upon the number of sub- 
scribers and too little importance has been attached as 
to how these subscribers were secured, and after all, 
if service plans are to endure, soundness of principle 
and safety of operation must be the twin foundation 
upon which to build. Therefore, let us outline some 
sound principles for the guidance of present and fu- 
ture plans. 


1. Cost of Operation 

2. Percentage of Subscribers on “Payroll Deduc- 
tion” 
Relation to Medical Societies and Things Medi- 
cal 
Type of personnel Conducting Plans 
Methods of Promotion 


6. Relation of Hospitals, Doctors, and Employers 

to Plans 

Many of these subjects are very closely inter- 
related and all of them are component parts in the 
well-run plan. 

Cost of operation should and must be kept down 
to the minimum if the plan is to succeed. Gaudy and 
expensive furniture and equipment, unnecessary dis- 
play before the plans are self-sustaining, lavish 
disregard for business principles and a general atti- 
tude that after all, the plan is a quasi-charity and the 
future will take care of itself, are the first steps 
toward disaster. On the other hand, penurious 
penny-pinching, niggardly dealing with expenditures 
that will mean enough additional business to warrant 
such expenditure, may prove to be equally as bad. 


When to Buy Equipment 

The Cleveland Plan did not have modern equip- 
ment such as an addressograph, visible index sys- 
tems, and other necessary office aids until we had 
nearly 20,000 subscribers and as we look back upon 
this we feel that it would have been much better to 
have “modernized” at 10,000, but that it would have 
been willful extravagance to have started out fully 
equipped when we had not earned enough to pay for 
the equipment. It must be remembered that Cleve- 
land started with a loan that had to be paid back, 
which, incidentally, was done long before it was due, 
and could not waste its money. We have progressed 
in our equipment as fast as we could safely afford to 
do so, paying as we went, saving where we could and 
proud in the knowledge that we were a self-support- 
ing association, free from entanglements—not in any 
sense of the word a charity, nor a corporation for 
profit, but a trust whereby monies received by us 
from our subscribers was to be used for our sub- 
scribers’ benefits and to this basic commandment we 
have tenaciously clung. The result has been that our 
cost of doing business for the first five months of 
1936 has been nine per cent of our sales, which 
translated for the subscriber, means that he receives 
benefits of more than ninety cents for every dollar 
collected by us. When we will reach the irreducible 
minimum we do not know, but we hope to consider- 
ably lower our costs as we go along so that the Plan 
will be of further benefit to community and hospital 
alike. 
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Mr. Kelly, Presenting the Cleveland Plan to a Group of Restaurant Workers. The Plan was accepted by 400, or 
71 per cent of this company’s employees 


Payroll Deductions 

One of the factors that has made this low cost 
possible has been our method of collection. With 
the exception of Government employees, some school 
teachers, and about five commercial accounts, all 
collections are made by the employer by deducting 
the amount from the employed subscriber’s pay once 
a month. The others have group collectors who de- 
posit the accumulated amounts once a month or once 
a quarter in our bank for us. Needless to say, none 
of these collectors are paid anything by us. There 
never has been any worry over the teacher collec- 
tions, very little worry over the Government collec- 
tions, but in two of the commercial organizations, 
lapses and cost of bookkeeping have been far too 
high, and if we could gracefully do it, we would 
throw overboard these non-payroll accounts. 


Another factor contributing to low cost of opera- 
tion is our method of presentation and the manner 
in which we handle any new account. First, I think 
we should keep strongly in mind that the director of 
a service plan should not spend the major portion of 
his time in his private office with desk buttons tor 
call members of the staff to his side. From a sales 
point of view he should make all important original 
contacts and should lay the ground work necessary 
for the presentation to the employees at group meet- 
ings and, of course, arrange for the payroll deduction 
type of collection. The actual presentation to em- 
ployees should be done in part by the director or his 
first assistant with other staff members completing 
the job. When necessary we have our inside office 
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workers assist at large group meetings because we 
hope to develop some of these employees into outside 
workers. 

No trouble is experiencéd in securing payroll de- 
ductions because of the very simple reason that we 
won't present the Plan unless we get the employer 
to consent to this method of collection. The lines of 
least resistance is to accept the subscribers on any 
basis and we admit it takes considerable courage to 
turn down various obstinate employers, but we have 
learned by experience that if you will insist, you 
will get full cooperation, payroll deduction and gain 
greatly the respect of the employer when he finds 
out that you run your own business and furthermore, 
you know what you are talking about. 

He, too, had to establish a policy in order to build 
to a point of success in his line of business and if you 
present your side in an open and frank manner and 
show him that your object is to build a hospital 
service plan that is both sound and economical you 
are bound to win him over. 

We will not let independent groups join, but insist 
on presenting the Plan to the entire organization and 
we won't take no for an answer here either. Again 
strong insistence means a more satisfactory Plan for 
both the hospitals, the subscribers and the employers. 


No Connection With Medicine 
Our Plan had the endorsement of the Cleveland 
Academy of Medicine before we started and that is 
how it should have been—but the Plan is operated 
by the hospitals, not the medical profession, and 





we can see no justification for mixing medical 
matters such as collecting and financing doctors’ 
bills and hospital service plans unless in the back 
of someone’s head is the eventual socialization of 
medicine which this combination is very apt to 
bring; whereas, when hospital service plans are 
run by the hospitals without relation to the med- 
ical profession, but with the medical profession 
cooperating and represented in the service associa- 
tion, it stands as the strongest defense that the doc- 
tors have against socialized medicine and leaves the 
physician free to pursue his own profession and the 
hospitals to administer the business of conducting 
their own institutions. The personnel of our office 
has been instructed never, under any circumstances, 
to pass judgment on medical matters or to advise 
subscribers one way or the other on any topic that 
borders on medicine. We are determined to keep 
separate the administration of the hospital and the 
practice of medicine. 

Hospitals need only look ahead for a period of 
ten years to realize that at that time, a large portion 
of their income will come through hospital service 
plans and when this is an actual fact, it will be im- 
perative that hospitals be in control of such plans. 
Well-organized service plans are now laying the 
ground work for such a position and all plans should 
build with this point foremost in mind. Along this 
line we like to say that the hospital service plan is 
just another service that hospitals are rendering to 
the community, and when you consider that John R. 
Mannix, assistant director of University Hospitals, 
spent over five years perfecting the Cleveland plan, 
it is not difficult to regard our plan as a direct con- 
tribution of the hospitals to the people of Cleveland. 


Who Will Be the Director? 

The question of who shall direct hospital service 
plans has by no means been solved and anything 
herein set down must be regarded solely as personal 
opinion. We are very frank to say that to discuss 
it at all will probably result in considerable sniffing 
and eye-brow-lifting on the part of those who do not 
agree, but as we are not a candidate for a diplomatic 
post, we will plunge right into the subject and take 
the consequences. 

Certainly it is logical to presume that a director 
of a Plan that gives hospital service should first of 
all know something about hospital service. If the 
director is to intelligently answer questions that arise 
regarding hospitals, he must have the right answers 
or he will do irreparable harm to both the hospitals 
and their staffs. A promoter who has won his rather 
precarious position in life solely by a glib tongue 
and a gift of ambiguity, whose past experience has 
been to get in, get the money and get out, who knows 
and cares but little about hospitals and their pro- 


cedures, but who shamelessly kotows to any and 
all who can throw him a crumb from the great table, 
most obviously is not the man to run a hospital 
service plan. 

The ex-insurance agent who didn’t do very well in 
insurance and who knows nothing of hospitals, but 
who is fascinated by the possibility of service plans, 
is a little better, but still is not the ideal by several 
million miles. First—a hospital service plan is not 
insurance in any sense of the word, second the prin- 
ciple of selling insurance does not apply at all to 
presenting hospital plans. The ex-agent may be en- 
thusiastic, he may even be capable in his own line, 
but you are entrusting him with a rather intricate 
and precise mechanism that can easily be put com- 
pletely out of commission by high pressure methods. 
The insurance agent, if he can forget insurance and 
don the philosophy of ethical hospitalization may 
succeed but there is no hope for the promoter. 

It is as hard to outline the ideal director as it is 
easy to describe the misfit. However, the first requi- 
site is an intimate knowledge of hospitals gained 
either as a hospital administrator or through a train- 
ing period with a hospital service association. He 
doesn’t have to be a salesman, but he must be a con- 
vincing speaker, either to the groups or to the em- 
ployer. He must fear no one, weays no one’s collar, 
except a clean one of his own; he must work all 
hours of the day and night, be firm and not flippant, 
know, or learn, considerable about industrial rela- 
tions and pick his office personnel with care. It’s a 
large order and present directors should do all in 
their power to train men who will be badly needed 
within the next two or three years. 


Dignity in Promotion 

Promotion of service plans should never be bally- 
hoo. It must be dignified convincing, and straight- 
forward. “Scare” copy that does very well for pat- 
ent medicines and quack doctors will not do the job 
for service plans. It should never be forgotten that 
your association must reflect the hospitals it repre- 
sents. The Plan itself, should be strong enough and 
straightforward enough to command attention, it 
should not need embellishment. All promotion from 
the Cleveland office is directed to the employer, not 
to the employee, and we have tried to look at the pic- 


“ture from the employer’s side. He must be con- 


vinced that the introduction of the plan in his factory 
or store will be advantageous to the company and to 
the workmen alike, and until you have aroused his 
interest to the extent of hearty cooperation, you are 
simply wasting your efforts and money by trying to 
arouse or scare the workmen with the plan. You 
won't scare the employer into cooperation. You 
must prove by hard logic that there is real value for 
him and he begins to listen. We in Cleveland con- 
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sider it a sinful waste of money to get out folders 
for general distribution that contain illustrations of 
automobile accidents, or other catastrophes and 
words that warn that this might happen to you. 
Don’t let some advertising man run away with you 
and splash color all over a folder. Formulate your 
own ideas and keep to black on white designed to 
tell the story honestly and frankly, and remember 
that the fellow who scares easily may cancel his con- 
tract just as easily if some one else comes along who 
can scare him better than you did. Promotion is for 
employers and presentation for employees and a plan 
well-sold remains well-sold year in and year out. 
One of our little prides is that no account that is on 
a payroll deduction basis has ever decreased its mem- 
bers, but each month shows a larger number of 
subscribers. 

How do the Cleveland hospitals like the plan? We 


have paid them nearly $100,000 since September, 
1934, at least 60 per cent of which would not have 
been paid. How do the doctors like the Plan? Five 
hundred and forty out of 1,018 in the county, have 
had our subscribers for patients and today the mem- 
bers of the medical profession are our best friends. 
How does the employer like the plan? A little 
doubtful at first, but each month endears him to the 
significance of the hospital service plan and he is 
continually recommending it to his business friends. 

A hospital service plan should be a self-sustaining 
business, ever increasing its subscribers and always 
viewed as a long distance proposition. Cleveland 
considers the plan as a permanent business and ex- 
pects normal increases each year from now until 
Gabriel, wearied with short-sighted humanity and 
nauseated with selfishness and charlatanry, slowly 
picks up his golden horn and lets go one mighty blast. 


Graduate Nursing in the Modern Hospital 


EDGAR BLAKE, Jr. 
Superintendent, Methodist Episcopal Hospital, Gary, Indiana 


» PROBLEM OF NURSING in the modern 
hospital can perhaps be best stated by saying that 
nursing is the problem of the modern hospital. Who 
is going to be the nurse in the hospital of tomorrow? 
What training will she have? How many will there 
be and what will be their attitude toward patients? 
If these are known, the questions concerning nurs- 
ing in the hospital of tomorrow will be answered. 

Two Extremes in the Nursing Problems 

Hospitals must face the nursing situation. We are 
speaking of hospitals of moderate size. There are 
two extremes in the nursing problem at the present 
time. On one hand we have a nursing service car- 
ried on almost entirely with students. In so many 
cases these nurses, sometimes not even high school 
graduates, are brought into this field through church 
organizations of the same denomination as the spon- 
sorship or ownership of the hospital. They undergo 
a rather crude apprenticeship, sometimes without 
enough clinical material to know what it is all about ; 
often with so much practical work that the students 
are so tired out because of long hours on duty that 
the few hours available for class-room instruction 
are almost worthless. 
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Why do we have this kind of training in hospitals? 
In some instances, it is because the hospital finds it 
to be the most economical way of caring for the pa- 
tients. This is not educating nurses, this is exploit- 
ing them. The public sees the cheerfulness and will- 
ingness of these nurses, which oftentimes amounts to 
down-right devotion to their tasks. But just what 
does the public know about adequate nursing? Un- 
fortunately, the nursing service is usually judged by 
the quickness with which the calls are answered. As 
a result, the public feels that their hospital is turn- 
ing out excellent nurses because of their speed, per- 
sonality, and willingness. Is it not the duty of the 
hospital to see that their patients receive more than 
personality and devotion? The hospital must take 
the blame for the character of service they render 
the patient when they are giving students an inade- 
quate training. Enthusiasm for one’s work is a fine 
characteristic but it should be backed up by a thor- 
ough knowledge of the duties of a nurse. 


Now look at the other extreme. Here we see a 
nursing school that is entirely professional in char- 
acter. You all know the report of the Grading Com- 
mittee and the eight essentials for a professional 





school. What hospital of moderate size can put on 
such a program unless it is tax-supported or has an 
endowment sufficient to care for the cost of the school 


above the service rendered to the hospital by the. 


students. Of course, if tuition could be charged as 
in other professional schools, the cost would be de- 
creased but as things are at the present time, the 
professional education of the nurses will be paid for 
by the hospital patient. But here again we find ex- 
ploitation, only this time it is not exploitation of the 
nurse, but for the nurse. What voluntary hospital 
today is receiving gifts for much needed repairs and 
replacements, let alone endowment funds sufficient 
to run a professional school of nursing. Just as 
some hospitals can be blamed for the exploitation of 
nurses in some schools, the moderate-sized voluntary 
hospitals cannot be blamed if they do not enthuse 
over this new type of a professional school of nurs- 
ing, as it means the exploitation of the patient for 
the benefit of the student nurse. . 

In other words, the hospital that wants to give 
nursing care comparable to the work done by its staff 
and by its laboratories must find a happy medium 
between these two extremes. If the hospital is lo- 
cated near a university, it may be possible to work 
out such a plan through affiliation with the univer- 
sity, but where there is no university connection, 
why stay “twixt the devil and the deep blue sea?” 
Why not frankly give up the training school and 
have an out and out graduate staff? 


Advantages of a Graduate Nursing Staff 

For two years the Methodist Hospital in Gary has 
been staffed entirely by graduate nurses. It is no 
easy matter to change from students to graduates, 
chiefly due to the fact that so much of the thinking 
along nursing lines is in terms of the student nurse. 
But the change may be made if the hospital will for- 
get that it ever had student nurses. This means not 
only entirely new planning but thinking along differ- 
ent lines. Every time a problem arises, it must not 
be worked out according to what the hospital has 
done in the past, but must be approached from an 
entirely new angle. 

Having tried the plan for two years, I believe there 
are certain very distinct advantages to the hospital 
and to the community in using a graduate staff. 

First, a better quality of bedside nursing is ob- 
tained through graduate nurses. It seems amusing 
to hear a discussion as to the merits of student ver- 
sus graduate nursing service. Who would want to 
be treated by a medical student instead of an experi- 
enced doctor? A senior in a law school might give 
advice that sounded good, but we would prefer to be 
represented in court by a lawyer of experience. 
Graduate nursing should by the very fact of its name 
give better bedside care than student nursing. 


Second, graduate nurses can work in the field for 
which they are particularly adapted. With a grad- 
uate staff it is not necessary that every month or so 
the nurses be shifted to another part of the hospital. 
If the nurse likes pediatrics, let her stay there, and 
under a good supervisor she will make a fine chil- 
dren’s nurse. If she particularly likes obstetrics or 
surgery, why not make that her permanent work. 
The hospital benefits from this adaptation as the pa- 
tients will see that the nurses are very much inter- 
ested in the work they are doing and at the same 
time the nurse will be better satisfied as she can do 
daily that part of hospital work which is most inter- 
esting to her. 

Third, the work in the operating room and the 
birth room is handled entirely by professional peo- 
ple. We are all familiar with those kind-hearted and 
faithful surgeons who are forever breaking in young 
nurses on their first surgical cases. They are kind, 
patient, and cooperative and because of these charac- 
teristics, their patients become the experimental field 
for nurses who are in the operating room for the 
first time. But with the graduate nurse it is differ- 
ent. The doctor is not obliged to spend time in help- 
ing her. In fact, the nurse of proven ability will 
actually speed up the operation for the surgeon. 

Fourth, educational programs for the entire nurs- 
ing staff can be arranged, which will give new ideas, 
improved standards, and increase the efficiency of 
the nurse. It can be in the form of a round-table 
discussion where the nurses from various schools 
can put in some of their own ideas. Of course, pro- 
cedures must be standardized, but under this ar- 
rangement they will be less stereotyped. With grad- 
uate nurses the chances are some will come from 
distant cities and the entire atmosphere will be less 
provincial than with students. 


Fifth, graduate nursing, although it costs more 
than the apprentice type of training, costs less to the 
hospital than if the school is run purely along pro- 
fessional lines. The ultimate cost of the patient is 
reduced in as much as the patient does not feel it 
is necessary to have private duty nurses. Our own 
experience has proved that the ratio between days of 
private nursing and the total number of patients has 
been cut one-half since we have changed to a grad- 
uate staff, and this in face of the fact that the years 
have been better financially for the people of our 
community than the last two years when we had a 
training school. 

Graduate nursing is advantageous for the mod- 
erate-sized hospital. It will not necessitate changing 
over the hospital into an educational institution but 
instead, emphasis can be placed on giving the best 
possible bedside care to the patient with highly spe- 
cialized assistants in the operating and birth rooms. 
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Administrative Leadership 


FRED G. CARTER, M.D. 


Superintendent, The Christ Hospital, Cincinnati, Ohio 


lL. IS AS MUCH the obligation of the. members 
of a profession or the followers of a vocation to 
improve and enhance the value of that profession or 
that vocation to society as it is to practice the ac- 
cepted principles thereof. Without some such phil- 
osophy, there can be no worthwhile progress in any 
field and we who are interested in hospital adminis- 
tration owe it to society, to our institutions, and to 
ourselves to do everything within our power, not 
only to care for the sick and injured, but to improve 
our methods and our individual abilities for carrying 
out this all important assignment. It was in con- 
formity with such ideals that the American College 
of Hospital Administrators was founded. 


For years we talked of the need for an organiza- 
tion of this kind to supplement the work of the great 
national organizations which have carried on so 
splendidly for many years. They have found their 
efforts so diluted by the many demands upon them 
that they have had little time to give to any specific 
group, and they have lamented long the fact that 
they have been unable to approach hospital problems 
through programs of intensive work with hospital 
administrators. Representatives of these national 
organizations have repeatedly emphasized the need 
for a separate organization which would furnish 
suitable recognition for competent administrators of 
hospitals, work out ways and means of bestowing 
such recognition and provide for proper training 
opportunities for those entering the work as well as 
those who are already in it. 


The American College of Hospital Administrators 
came into being a little more than three years ago 
for the express purpose of bringing about improve- 
ment in hospitals through the improvement of the 
administrative leadership of these institutions. Of 
course there were those who felt that the College 
might represent a duplication in the work of other 
agencies in the field but I want to free your minds 
of any such belief because the College has not now 
and does not expect to have any intention of doing 
work that is being taken care of already. The older 
organizations are interested in hospitals in a more 
general way whereas we are anxious to help them 


Read at San Francisco, California, April 21. 1936, at the 
meeting of the Association of Western Hospitals. 
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in their efforts through concentrating upon the im- 
provement of the abilities of the people whose job 
it is to make the wheels go around. They create the 
vehicle while we develop the driver. They are work- 
ing from the outside in, while we work from the 
inside out. Our efforts have to do solely with the 
administrator and the problem which he represents. 
He is the focal point of our whole program which 
has for its immediate purpose the development of 
better administrators and for its ultimate purpose 
the betterment of hospitals through the betterment of 
administrators. 

The objects of the College are five in number: 

1. To elevate the standards of hospital admin- 
istration 

2. To establish standards of competency for hos- 
pital administrators 

3. To develop and promote standards of education 
and training for hospital administrators 

4. To educate hospital trustees and the public to 
understand that the practice of hospital administra- 
tion calls for special training and experience 

5. To provide a method of conferring Fellowships 
in Hospital Administration on those who have ren- 
dered or are rendering noteworthy service in the 
field of hospital administration 

We realize that we have undertaken a man’s size 
job in endeavoring to accomplish these objectives, 
but we feel that we are under way and that we are 
going places. Almost immediately after our organ- 
ization we realized that we must come to some sort 
of agreement as to what a good hospital adminis- 
trator is or should be. Considerable haziness seemed 
to exist in regard to his activities, his qualifications, 
and all of the other attributes which should enter 
into his general make up. During the first active 
year of the College’s existence an intensive study of 
the administrator in relation to his work was made 
with the idea of bringing about some unanimity of 
understanding as to his exact identity. The work of 
this committee was presented to the membership 
of the College at the last convocation which was held 
in St. Louis last fall. This report was then widely 
distributed to the hospital field. It should not be 
considered a finished product. The committee felt 
that it should be revised from time to time and kept 





alive and up to date to the énd that there might be 
some kind of permanent measuring device by which 
administrators might be judged and trained. 


With this job out of the way we are confronted 
with the task of developing administrators who will 
fit the specifications that we have set up. Shall the 
training be of the apprenticeship type, academic in 
nature, or both? How is uniformity in the type of 
training to be accomplished? What must be the na- 
ture of the curriculum to insure a well rounded 
product? Shall the training, if academic, be on a 
graduate level, an undergraduate level, or both? All 
of these things and many other questions are under 
consideration and a very able committee under the 
chairmanship of Dr. Malcolm T. MacEachern is 
wrestling with the problems involved. Most of you 
know of the experimental course in Hospital Admin- 
istration that is being conducted at the University of 
Chicago in connection with the School of Business. 
Last year six students were admitted to this course 
and all of them are now working in some phase of 
hospital administration. This year there are eight 
students in the course. 


In educational circles there seems to be consider- 
able dissatisfaction with apprenticeship methods of 
training candidates for positions as important as 
those represented by the field of hospital administra- 
tion. Adequate educational preparation has not 
been given the emphasis which the work demands. 
There will, of course, always be a need for clinical 
training and experience just as there has been in 
the past but this phase of the training will be much 
more valuable if it is superimposed on a proper 
background under proper control and direction. 


Another important phase of the training problem 
has to do with the selection of students. It is con- 
ceivable that there might be room for teaching hos- 
pital administration on both the graduate and under- 
graduate levels. In either instance, there must be a 
proper evaluation of the personal qualities and gen- 
eral fitness of candidates for the work. On the 
undergraduate level we are confronted with the im- 
maturity of college students which carries with it a 
certain amount of. unwillingness on their part to 
commit themselves to a life program so early in their 
careers. There may be also little likelihood of plac- 
ing them in any but minor positions for discourag- 
ingly long periods of time because, after all, the 
responsibilities involved in administering the affairs 
of hospitals calls for considerable experience and a 
certain degree of maturity. If training is on a 
graduate basis difficulties may be encountered in 
properly evaluating previous experience and educa- 
tion in such manner as will insure uniformity of 
product. 


The American Hospital Association has demon- 
strated the fact that there is a very definite interest 
among hospital people in refresher short courses and 
I believe a similar demonstration has been made here 
in California and elsewhere. Undoubtedly these 
courses have a place in the training of hospital ad- 
ministrators but there is no thought on the part of 
the College of interfering in any way with them or 
taking any part in the management of them unless 
requested to do so at some future date by the agen- 
cies now conducting them. 

The officials of the College have been vitally and 
actively interested in all of these deliberations and 
experiments. At the convocation this fall in Cleve- 
land the program of the College will be built around 
the report of the Committee on the Training of 
Hospital Administrators. The training problems 
with which the organization is confronted will be 
discussed exhaustively by leaders in hospital affairs. 

Any new organization is bound to have its critics 
and we have not been lacking in this respect, but I 
am very happy to say that the criticisms which have 
come to our ears have been almost unanimously con- 
structive. We realize that our organization has its 
faults and all of us are anxious to correct them as 
soon as possible. To this end we have a committee 
on Future Plan and Policy under the chairmanship 
of Dr. Arthur Bachmeyer of the University of Chi- 
cago Clinics. This committee has made a number of 
valuable suggestions and will report at length to the 
College in Cleveland. They will recommend the 
division of the United States and Canada into fifteen 
regions. For purposes of government of the college, 
it will be suggested that the present Board of Gov- 
ernors be abolished and the direction of the affairs 
of the college be vested in a board of regents con- 
sisting of fifteen members, one from each of the 
regions. Under this arrangement regional commit- 
tees of not less than three members will be appointed 
by the Board of Regents under the chairmanship of 
the regional representative on the Board of Regents. 
These regional committees will represent the College 
in their respective territories taking care of such 
matters as should be handled locally. Rather radical 
changes in the provisions for membership are also 
contemplated. These changes should make possible 
a much broader opportunity to share in the activities 
and benefits of the College because they provide for 
junior memberships in addition to the regular mem- 
berships and fellowships. Some of you may be 
interested in the fact that hospital executives of for- 
eign countries are interesting themselves in affiliation 
with the College if suitable arrangements can be 


made. A number of candidates from foreign coun- 


tries are being considered for honorary fellowships. 
An exhaustive statistical study of hospital admin- 
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istrative positions has been under way for the past 
eighteen months under the direction of past president 
Robert Neff, and J. Dewey Lutes, exetutive secre- 
tary. The University of Iowa has been kind enough 
to allow some of the members of its statistical staff 
to assist with this study and many interesting facts 
are being brought to light. Mr. Neff and Mr. Lutes 
will present their work as a published report this 
fall, and it will be available to the membership at 
that time. 

We feel that we are providing suitable recognition 
for those who have rendered and are rendering note- 
worthy service to the field of hospital administra- 
tion through the conferring of memberships and 
fellowships in connection with our annual convoca- 
tion. This convocation has become one of the high- 
spots of the convention week of the American Hos- 
pital Association. It is an impressive, thrilling, and 


colorful event, and attendance has been most grati- 
fying. 

I have summarized for you in a brief manner some 
of the things that we are doing to further the cause 
of administrative leadership in the hospital field. The 
organization which I represent subscribes to the gen- 
eral theme of this session which stresses the rapid 
revolutionary changes that are taking place in the 
modern hospital and emphasizes the necessity of 
keeping pace with these changes. We are doing our 
utmost to develop a type of executive leadership that 
will keep abreast of the rapid advances that are being 
made. We feel that we are justified in asking for 
your indulgence, your support, and your help in our 
program because we believe that the American Col- 
lege of Hospital Administrators will help you and 
your hospitals through its efforts to create “Better 
Hospitals through better Administrators.” 


Hospital Progress in Mississippi 
H. A. GAMBLE, M.D. 


President, Mississippi State Hospital Association, Greenville, Mississippi 


ee. THE PAST YEAR there have been 
three main problems confronting the private and 
semi-private hospitals. First the care of the indi- 
gent sick; second, the maintenance of higher stand- 
ards, and third, the working out of a plan of hospital 
insurance applicable to rural conditions. 


The Care of the Indigent Sick in Mississippi 

It is felt that your association has made definite 
headway in making provision for the care of the in- 
digent sick when, in conjunction with the committee 
from the State Medical Association, its committee 
was instrumental in having passed by the recent 
session of the legislature measures putting into effect 
state aid to private hospitals for the care of the 
needy sick. It is recognized by all that while the 
present plan of hospitalization did its best, handi- 
capped as it has been by lack of funds and facilities, 
that the charity hospitals did not and could not 
afford hospitalization to the larger proportion of 
those, the nature of whose illnesses and the distance 
intervening precluded hospitalization in such insti- 
tutions. A survey of the data obtainable showed 
that the state hospitals, while over-crowded in most 
instances took care of only one-fourth of the indi- 
gent sick of the state, and received two-thirds of all 
funds appropriated for this purpose. It was in an 
effort to correct this patent injustice, to secure more 
equitable statewide distribution of funds, hospitali- 
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zation for those most in need of it, as well as an 
appropriation more nearly in keeping with the exi- 
gencies of the situation, that your association spon- 
sored the bill. Doubtless all of you are not familiar 
with it, and as it is important that everyone, physi- 
cian as well as hospital owner, be cognizant of its 
most salient features, I am going to take the liberty 
of reading it. 


MISSISSIPPI LEGISLATURE 
REGULAR SESSION 1936 


SENATE BILL NO. 223 

(As Approved by the Governor) 
AN ACT TO CREATE AND ESTABLISH A HOS- 
PITAL COMMISSION TO BE COMPOSED OF FIVE 
MEMBERS, FOR THE PURPOSE OF ALLOCATING 
AND DISBURSING FUNDS WHICH MAY BE AP- 
PROPRIATED FOR THE CARE, TREATMENT AND 
HOSPITALIZATION OF INDIGENT SICK POOR 
PERSONS IN THE STATE OF MISSISSIPPI, WHO 
ARE UNABLE, BY REASON OF THEIR POVERTY, 
TO PROVIDE THEMSELVES WITH SUCH CARE, 
TREATMENT, AND HOSPITALIZATION, TO REG- 
ULATE THE OPERATION OF HOSPITALS WHICH 
SHALL RECEIVE ANY SUPPORT FROM STATE 
APPROPRIATIONS, TO PRESCRIBE THE CONDI- 
TIONS UNDER WHICH SUCH HOSPITALS SHALL 
RECEIVE SUCH SUPPORT, TO DISBURSE SUCH 
APPROPRIATIONS TO THE RESIDENTS OF THE 
VARIOUS COUNTIES, FO DESIGNATE HOS- 
PITALS WHICH MAY RECEIVE SUCH FUNDS, TO 
PROVIDE FOR THE SELECTION OF LOCAL 
is OF TRUSTEES, AND FOR OTHER PUR- 
PO : 

SECTION 1. BE IT ENACTED BY THE LEGIS- 
LATURE OF THE STATE OF MISSISSIPPI, That 
there is hereby created a Commission to be known as the 
State Hospital Commission which shall be composed of five 
members, four of whom shall be appointed by the Governor, 





by and with the consent of the Senate, of the State of 
Mississippi, one to be appointed from each supreme court 
district and one from the state at large, and the Governor 
of the State of Mississippi shall be ex-officio a member and 
the Chairman of said Hospital Commission. 


SECTION 2. As soon as practicable after their appoint- 
ment and selection said Commission shall meet and organize, 
and they may select a capable accountant and business per- 
son as Secretary and may select such other office assistants 
as may be necessary to the proper operation of the Hospital 
Commission, whose compensation shall be fixed by the Com- 
mission and paid out of any appropriation made for the 
support of indigent persons in qualified hospitals under this 
act; provided, however, that the total expenditures in con- 
nection with all secretarial, supervisory and managerial re- 
quirements of this act shall not in any one year exceed two 
per cent of the amount of any annual appropriation made 
under the provisions of this Act. 


SECTION 3. It shall be the duty of said Hospital Com- 
mission to establish uniform charges for the care, treatment 
and hospitalization of charity patients in the various counties 
of the state. No surgeon or physician in any hospital, ap- 
proved under the provision of this act, will be permitted to 
charge any fee for medical or surgical services rendered, in 
connection with treatment of charity patients, if being cared 
for from either state or local funds, and the only cost which 
shall be paid under the provisions of this act shall be for 
maintenance and hospitalization of charity patients and in 
no instance shall the amount of such cost exceed the sum 
of Two Dollars and Fifty Cents ($2.50) for any one day 
and a day under the provisions of this act shall mean a ma- 
jority fraction of twenty-four hours or the total thereof; 
and the Commission may also allow not exceeding the sum 
of $7.50 for each major surgical case and not exceeding 
$2.50 for each minor surgical case, as operating room ex- 
pense. 

The Hospital Commission is hereby vested with authority 
to make such rules and regulations as are necessary to carry 
out the provisions of this act. 


SECTION 3-A. In event funds be made available to the 
several States by and from the United States Government 
or any of its agencies or departments for the purposes cov- 
ered by this act, the State Hospital Commission is author- 
ized to make and adopt such rules and regulations, and 
take such steps as may be necessary, in order to obtain such 
funds and to disburse the same in accordance with the regu- 
lations of the United States or its departments or agencies. 

SECTION 4. The said Hospital Commission shall stipu- 
late in writing the minimum requirements to constitute a 
standard hospital. They shall inspect or have inspected 
from time to time the buildings, equipment, and facilities of 
each hospital which has applied in writing to be placed on 
the eligible or approved list, and the departments thereof, 
and determine the number, experience, training, and ethics 
of the staff or personnel in order to ascertain whether the 
hospital does actually meet the standard requirements. This 
and other important information shall be assembled and 
kept in a permanent written or printed form and shall deter- 
mine the eligibility of all hospitals selected to provide care 
and hospitalization for the charity patients of Mississippi. 
No hospital shall be eligible to receive funds for the care 
and hospitalization of the indigent sick that does not meet 
the standard requirements laid down in the rules and regu- 
lations of the Hospital Commission. 

Provided, however, the State Charity Hospitals’ located 
at Jackson, Meridian, Laurel, Vicksburg and Natchez are 
hereby declared to be eligible hospitals under this act and 
shall be maintained by the State by such appropriation as 
the Legislature may make; and shall maintain such stand- 
ards of efficiency as may be required by the Commission, 
provided, further, that said State Hospital Commission may 
designate such counties as are most accessible and available 
to each of said hospitals as the territory to be served by 
them respectively, having due regard for the location and the 
best interest of the persons to be treated, and the sum de- 
rived from any per capita appropriation made by the Legis- 
lature for carrying out the purposes of this act which would 
inure to the counties designated as the territory to be 
served by said hospitals respectively, shall be paid to said 
hospital as a part of its maintenance and support fund, and 
such sum shall be deducted from any appropriation made 
for the support thereof so as to reduce such appropriation 
by that amount; but in no case, however, shall any county 


in which there is or shall be located an eligible hospital or 
hospitals as herein provided be placed in the territory to be 
served by said State Charity Hospital. 

SECTION 5. All hospitals complying with the rules and 
regulations of said Commission may receive a certificate to 
the following effect: 

“This is to certify that Hospital, 
located at Mississippi, has met 
the requirements of the State Hospital Commission and 
said hospital is eligible to receive funds to care for 
charity patients as provided for in Senate Bill No. .... 
approved on the day of 1936.” 

Said certificate shall be signed a all of the members of 
said Commission. 

The Commission shall have power to revoke the certifi- 
cate hereinbefore mentioned if any hospital receiving such 
certificate shall become inefficient or fail to maintain the 
standard required by the Commission, whereupon such hos— 
pital shall be stricken from the approved list and shall not 
be thereafter entitled to receive any State funds for the care, 
treatment, and hospitalization of charity patients in this state 
until such hospital shall again procure from the Commission 
a new certificate. 

SECTION 6. Any hospital in this state may become eli- 
gible to care for, treat, and hospitalize indigent persons 
provided such hospital shall meet the requirements of and 
be conducted according to the rules and regulations of the 
Commission, provided however, that no hospital, except the 
State charity hospitals hereinabove named, in this state 
shall be placed on the eligible or approved list unless such 
hospital shall first apply in writing to. the Commission, ask- 
ing that it be placed on such eligible or approved list. 

SECTION 7. It shall be the duty of the Governor of 
the State of Mississippi to appoint a local Board of Trustees 
for a term of four years for each hospital placed on the 
eligible or approved list except in counties with more than 
one hospital, then the board so appointed shall serve all 
qualified institutions placed on the eligible or approved list 
in said county. Said Boards of Trustees shall be composed 
of three members, residents of the county or adjoining coun- 
ties in which qualified hospital or hospitals they serve are 
located. The Boards of Trustees shall see that the benefits 
of this act shall apply only to persons who have been bona 
fide residents of the State of Mississippi for six months next 
preceding their admission to said hospitals who are unable to 


provide for their own care, treatment, and hospitalization. 


Provided, however, the Board of Trustees for any county 
owned or municipal owned hospital shall not be appointed 
under the provisions of this section but said trustees shall 
be selected in the manner as now provided by law, and such 
Board of Trustees shall be charged with the duty of com- 
plying with the provisions of this act. 

SECTION 8. All persons desiring to be received into 
approved hospitals, under this act, shall procure from a 
reputable physican and two residents of good character of 
the county in which the applicant resides, a certificate of 
eligibility before being admitted to such hospitals, provided 
that it is practicable to procure such certificate before ad- 
mission. In emergency cases where it is not practicable to 
secure a certificate before admission, the hospital may re- 
ceive and care for such patient and later secure such cer- 
tificate. 

The certificate provided for may be substantially in the 
following form: 

“We, the undersigned, a legally licensed physician and 
two citizens of County hereby certify that 

a resident of County, 
Mississippi, has been a resident of this State for not less 
than six months and is unable to pay for proper care and 
treatment and hospitalization. It is our opinion that the 
person herein mentioned is in need of care, treatment, and 
hospitalization, and we recommend that said person be ad- 
mitted, as a charity patient, to a regularly qualified hospital 
under the provisions of Senate Bill No. , Acts of 
Legislature of 1936.” 

SECTION 9. It shall be the duty of the Board of Trus- 
tees of each hospital placed on the eligible or approved list 
to make monthly reports to the Hospital Commission of the 
patients cared for, treated, and hospitalized and for which 
compensation is sought. This report shall include the names 
and addresses of all patients so treated and hospitalized, 
dates of admission and discharge of each patient, and an 
itemized statement of each patient’s account in keeping with 
the fee schedule adopted by the State Hospital Commission. 
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An eligibility certificate for each patient must be attached 
to this report. The Commission shall audit these reports, 
and when approved shall make requisition to the State 
Auditor for the sum so approved. Thereupon the Auditor 
shall issue warrants to the State Treasurer in favor of said 
hospitals for the sums so approved. 

It shall be the duty of each hospital placed on the eligible 
or approved list, under the provisions of this act, to retain a 
copy of all reports made by the Boards of Trustees to the 
Hospital Commission, and said reports shall be subject to 
inspection at any time by a resident tax payer of the State 
of Mississippi. 

SECTION 10. It shall be the duty of said Boards of 
Trustees to visit each qualified hospital on the eligible or 
approved list in the respective counties from time to time, 
not less than once each month, and to ascertain whether 
charity patients are being properly cared for by such hos- 
pitals. Said Boards of Trustees shall also ascertain whether 
any patient shall have just cause for complaint on account of 
treatment in such hospitals and they shall report such com- 
plaints to the State Hospital Commission, with their recom- 
mendations in respect thereto. 

SECTION 11. The Board of Trustees for each hospital 
or hospitals are authorized to adopt such other rules and 
regulations as may become necessary in each community to 
protect patients and charity fund, and to make an equitable 
distribution of said funds in said counties and districts in 
the territories served by their respective institutions. 

SECTION 12. The State Hospital Commission shal! pre- 
pare and submit a detailed statement of all disbursements 
made by the Commission, showing the sums received by each 
hospital, and such reports shall be transmitted by the Gov- 
ernor to the next session of the legislature, and such state- 
ment shall show for each county, each hospital, and the state 
as a whole the amount of money expended for each month 
of the fiscal years covered by such statement. 

SECTION 13. All sums which may be appropriated for 
the support of qualified hospitals under this act shall be 
disbursed to the various counties or territories in the pro- 
portion which the population of each county or territory 
bears to the total population of the State, as shown by the 
next preceding federal census. 

SECTION 14. All-sums of money that may be appro- 
priated to carry out the provisions of this act shall be ex- 
pended in accordance with the provisions of Chapter 120 of 
the General Laws of Mississippi, Regular Session of 1932. 

SECTION 15. The term of appointive office of members 
of the Commission shall be four years and until their suc- 
cessors qualify. They shall not receive any compensation 
for their services except the actual traveling expenses and 
hotel accommodations while going to and from and attend- 
ing meetings of the Commission. 

SECTION 16. A majority of the members of the Com- 
mission shall constitute a quorum thereof. 

SECTION 17. That the provisions of this act shall take 
i and be in force from and after the first day of July, 


_ SECTION 18. That this act shall take effect and be in 
force from and after its passage. 


The bill, as finally passed by the legislature, dif- 
fers in two important respects from the form in 
which it was introduced. Originally it was intended 
that the Hospital Commission was to have been ap- 
pointed by the Governor from a group of three from 
each judicial district to be selected by the State Hos- 
pital Association. This provision was early elimi- 
nated by the legislative committee, giving the gov- 
ernor full power of selection of the members of the 
commission. The second important feature to be 
eliminated was one vesting in the Hospital Commis- 


sion the power to fix the rates for hospitalization of 
the indigent sick. This the judiciary committee, to 
which the bill was referred, proceeded to do of its 
own accord. 


The committee representing both the State Medical 
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Association and the State Hospital Association can- 
not be too highly praised for their unselfish and 
indefatigable efforts before the legislature. 

We feel that this measure, while by no means com- 
pletely solving all the problems connected with the 
hospitalization of the indigent sick, will stand as a 
milepost marking the progress of our endeavors. 

Many institutions have already signified their in- 
ability to accept patients at the rate per day fixed by 
the bill. It was recognized at the time that few 
institutions could do more than break even at these 
rates, and the rates as finally arrived at were not in 
consonance with the advice of the committee. 

There was a great deal of opposition to the bill, 
due to both inaccurate and false propaganda, as well 
as ignorance, to combat. While the measure pro- 
posed was not a fight per se against the state hos- 
pitals, their representatives seemed to take it as such 
and flooded the legislative chamber with propaganda 
to the effect that hospitalization costs varied from 
eighty-seven cents to $1.25 per day, and that the 
schedule of fees proposed by the bill was out of all 
proportion to cost. One had also to combat the 
layman’s actitude as to medical costs. Some mem- 
bers of the legislature would take some one item in 
the treatment of a case and base costs upon this 
alone. For instance—I heard one make the state- 
ment that all it took for an appendectomy was a little 
ether, a knife, a few forceps and needles, and that 
no one need tell him that the operating room fee for 
such a case should be $7.50, it couldn’t possibly have 
cost over fifty cents. A statement such as this was 
born of ignorance, but has been fostered to a con- 
siderable extent by our sometimes over-enthusiastic 
statements as to the beneficent effects to be derived 
from the community hospital. 


Mississippi Takes a Forward Step in the Care 

of Its Indigent Sick 

Notwithstanding the fact that the rates as fixed 
by the legislative action are low, in most cases below 
those of actual cost, and that the amount appropri- 
ated is totally inadequate to provide hospitalization 
for all those who are in need of it, we are still defi- 
nitely of the opinion that the enactment of this law 
is a forward step toward the more*equitable distri- 
bution of State aid for the indigent sick, and if the 
law is properly administered will result in hospitali- 
zation for a larger proportion of those who are 
actually in need of treatment than has ever been the 
case before. 

Success in this new departure in hospitalization, 
as just said, is going to depend upon the proper 
administration of the act. Those who are entrusted 
with the carrying out of these provisions have a 
very serious obligation to see that no undue advan- 
tage is taken of it and that patients who are entitled 





to its benefits are given treatment thereunder. The 
sum appropriated is totally insufficient to care for 
all the indigent sick and it is intended that only 
those who are actually in need of hospitalization and 
unable to pay for it shall receive its benefits. 

There is ope word of warning which I feel that it 
is incumbent upon me to sound—and that is that 
there is a possibility that state pay to privately owned 
institutions, for the treatment of the indigent sick, 
may mean the entering wedge of state medicine. It 
behooves us to be particularly on our guard and to 
safeguard in every manner possible our independence 
of action. One of the greatest safeguards was lost 
when the method of appointment of the Hospital 
Commission was changed so that the governor had 
the full appointive power without advice from the 
Hospital Association. 


The Maintainance of Higher Hospital Standards 


The second point about which I spoke—the main- 
tenance of higher standards in hospitals—is always 
with us. We believe that not only should the stand- 
ards of practice in our hospitals be constantly im- 
proved, but that the standards of the hospitals in 
every department should show a healthy growth. 

It is a far cry from the begininng of the first 
training school in this state for nurses, up to the 
present time. Yet we are convinced that our stand- 
ards for the graduation of nurses are not as high as 
the present standards for the practice of nursing 
and medicine justify and demand. 

We are of the opinion that a forward step would 
be taken were our training schools affiliated with the 
various state institutions of learning, so that pros- 
pective candidates for nursing could be given a first 
two years in college work leading to a graduate de- 
gree in nursing, following graduation from high 
school, to be completed with two years’ practical 
nursing in a hospital of recognized standards. This 
would make the nursing profession a group of 
women of higher educational standards, and better 
able to meet all of the exigencies of private nursing, 
as well as to fill, if needed, executive positions in 
the hospital field. Such a standard is easily within 
our reach. We have the training schools and we 
have the institutions of learning which could readily 
meet all of the qualifications necessary. A further 
advantage accruing from such an arrangement would 
be that, in the time intervening between graduation 
from high school at about 18 years of age, and that 
of entering training at 20 years, a large proportion 
of the most desirable material for nursing amongst 
this class of young women who have in the mean- 
time gone into other lines of activity would be con- 
served to the nursing profession. 


The Development of the Hospital Insurance Plan 


To the third point—that is the development of a 


plan of hospital insurance applicable to rural condi- 
tions, I have devoted a great deal of time. 

A cursory survey would lead one to conclude that 
such a form of insurance would be easy to institute. 
As a matter of fact, up to the present time all forms 
of hospital insurance have dealt with an entirely 
different class of conditions from that met with in 
the rural sections. The difference lies mainly in the 
fact that hospital insurance, as it has been adopted 
elsewhere has been in reality—as its name signifies— 
group insurance, and has been limited to not only 
groups, but only to persons who were employed. 
This has the effect of spreading the risk over a 
much larger area and has assured the success of 
this type of insurance under such conditions. When 
one comes into the rural sections, such as we are 
of necessity forced to deal with, one meets with an 
entirely different set of conditions. First is the fact 
that, instead of dealing with groups, one must of 
necessity deal with individuals. Secondly—if hos- 
pital insurance is to mean anything toward the solv- 
ing of the economic strain incident to sickness, it is 
going to have to be made accessible to everyone. 
These two factors we feel are going to have a very 
definite influence upon the form of organization and 
upon the cost of this type of insurance as applied to 
rural districts. It is our opinion that such an or- 
ganization should be financially of such stability as 
would make it practically impregnable. 

The last legislature passed a law excellent in most 
respects, in our opinion, but faulty only in the one 
respect that the qualifications should have been 
higher. 

Another thing—for the success of any form of 
hospital insurance, particularly in rural communities, 
it is essential that we have the whole-hearted co- 
operation and support of the medical profession of 
the state. The practicing physician can insure its 
success or failure. Such an organization should be 
largely owned and controlled by the physicians of 
the state, particularly those who have hospital affili- 
ations; otherwise, abuses would be unavoidable, and 
any plan of hospital insurance would probably fail 
to accomplish its purpose. 

I am convinced of the fact that hospitalization in- 
surance is the ideal means of meeting the cost of 
hospitalization for the individual of average means, 
and that by active efforts and co-operation of the 
physicians and hospitals of the state that its success 
can be assured. 

These three things—first, the cure of the indigent 
sick; second, the elevation of the standards of 
hospitals; third, the promotion of hospital insur- 
ance—will no doubt take up a large proportion of 
our efforts in the future, and upon the proper han- 
dling of them will depend in large measure the suc- 
cess of all hospitalization. 
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Minimum Standards for a Hospital 
Pharmacy 


EDWARD SPEASE 


Dean of the School of Pharmacy, Western Reserve University, and Directing Pharmacist, 
University Hospitals of Cleveland, Ohio 


|; ARE OF SO MANY different types 
and sizes and the administration of them varies so 
widely that it is difficult to state in detail just what 
the nature of the pharmaceutical service should be 
in any one of them. For the above reasons the writer 
has attempted to work out a set of principles that 
can be made to work for all hospitals. 

The principles set forth here have been published 
before’ but if they or any other set of principles are 
to be adopted as one of the points in the approval of 
hospitals they must reach the eyes of all interested 
in hospital service. 

The functions and schematic plan of our pharmacy 
in the University Hospitals of Cleveland were not 
thought out @ priori but came into being after years 
of trial and error. 

A sympathetic administration has made the work 
far easier for those doing it, and there is probably 
no one of our administration or practicing staff who 
does not heartily approve of a pharmacy and who 
does not consider it to be a necessary department. 

One member of our administration early advised 
that internships and residencies in pharmacy are 
essential not only to hospital services per se but also 
in preparing pharmacists for hospital service. Those 
of us with whom he worked have proven his point 
and have also learned from him that twenty-four- 
hour pharmaceutical service can be so regulated as 
to prevent abuse. We are also firmly convinced that 
a period of training is absolutely necessary to make 
a hospital pharmacist and the internship serves this 
purpose. To a pharmaceutical educator the expe- 
rience we have had seems to point to the internship 
as the only way a pharmacist can be properly pre- 
pared for a professional life. The older pharmacists 
now in hospitals may not agree with this, and again 
they may, if they stop to consider this statement as 
looking forward to the future. 

The administrator above referred to? has recently 
become administrator of another hospital and has 
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already worked out plans for both a pharmacy and 
internships in pharmacy. 


Our Plan of Operation 


It may not be amiss to include a very brief de- 
scription of our plan of operation, which of course 
we know is similar to some and vastly different from 
others, but which will not preclude adoption else- 
where of the underlying principles. 

The University Hospitals of Cleveland consist of 
five hospitals. It is a teaching hospital group con- 
nected with a university in which there is located a 
school of pharmacy. The governing body consists 
of the usual board of trustees and a medical council 
made up of the professors of medicine, surgery, 
pediatrics, pathology, obstetrics, the dean of medicine 
and director of administration. 

The school of pharmacy has a working agreement 
with the hospitals similar in character to that exist- 
ing between the medical school and the hospitals. 
One of the provisions of this agreement authorizes 
the medical council to appoint a pharmacy commit- 
tee, consisting of a medical representative from each 
of the above departments, the chief pharmacist and 
the dean of the school whose hospital title is direct- 
ing pharmacist. 

This committee for several years met monthly and 
now meets bi-monthly, and the nature, scope, and 
effectiveness of its work has far exceeded the fondest 
hopes of its original proponents. 

In brief, it means that its rules, regulations or 
recommendations, whichever they may be, are 
created by physicians and when approved by medical 
council are approved by physicians and thus there 
is nothing coercive, but, on the contrary, it has been 
arrived at by medical opinion and experience. 


The Work of the Pharmacy 


The work of the pharmacy itself consists of 
preparation and sterilization of all sterile solutions, 
preparation of all non-sterile solutions and utility 
solutions and dilutions, some ampule medication, 
Dakin’s solution, preparation of medication for the 
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several divisions, the dispensing and recording of 
narcotics, preparation and supervision of medication 
in the emergency suite, including an antidote list, 
prescriptions for the employees’ health service, pre- 
scriptions for the divisions and for home-going 
patients, special medications, out-patient prescrip- 
tions, medication and supplies, supervision of certain 
laboratory equipment and supplies, and supervision 
of the professional stores. The pharmacists are 
faculty members and teach students hospital practice. 
Bulk manufacturing, control, and special analytical 
problems for the pharmacy and administration are 
done by the manufacturing and control laboratory 
of the school. The pharmacy also inspects medica- 
tion throughout the hospital at regular intervals. 

The first thing that became apparent was the need 
for a “drug policy” to govern the actions of the 
pharmacy committee. This policy is here printed 
in full. We shall likewise find it desirable to develop 
a policy upon professional stores if such a thing is 
possible. 

The pharmacist does not perform the act of pur- 
chasing but he is responsible for the quality and 
specifications of drugs, chemicals and professional 
supplies. 

While at first sight this may appear to be a quite 
comprehensive plan, the principles involved may be 
adapted to the operation of small hospitals as well as 
to large ones. 


Principles 
A. The hospital shall have pharmaceutical service : 
(a) The full time of a graduate registered 
pharmacist, or 


(b) Pharmaceutical service from an approved 
nearby pharmacy. 

B. The hospital shall appoint a pharmacy com- 
mittee, which shall meet at regular intervals. The 
members of the committee shall be chosen from the 
several divisions of the medical staff. The pharmacist 
shall be a member of the committee and shall serve 
as its secretary. He shall keep a transcript of pro- 
ceedings and forward a copy to the proper governing 
body of the hospital. 

The purposes of the pharmacy committee shall be: 

(a) To determine the policy of operation of 
the pharmacy, and to deal with such other 
matters of a pharmaceutical nature as may 
from time to time arise. 

To add to and delete from the drugs used. 


) To supervise the purchase and issuance of 
drugs, chemicals, pharmaceutical prepara- 
tions, biologicals, and professional supplies 
within the hospital. 


C. The hospital shall maintain an adequate phar- 
maceutical reference library : 

(a) United States Pharmacopoeia, National 
Formulary, New and Nonofficial Reme- 
dies, United States Dispensatory, refer- 
ence works on inorganic, organic and 
quantitative chemistry, pharmacology and 
toxicology, bacteriology, and a medical 
dictionary. 

The Journal of the American Medical 
Association, the Journal of the American 
Pharmaceutical Association, the Year 
Book of the American Pharmaceutical 
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Association, the federal regulations rela- 
tive to the dispensing of alcohol and nar- 
cotics, and a copy of the state and munici- 
pal pharmacy laws and sanitary code. 

D. The hospital shall use drugs, chemicals and 
pharmaceutical preparations of at least United States 
Pharmacopoeia, National Formulary and New and 
Nonofficial Remedies quality in the treatment of 
patients. 

E. The pharmacist shall have immediate super- 
vision over: 

(a) The routine preparation of injectible med- 
ication and sterilization of all preparations 
he himself prepares 

(b) The routine manufacture of pharmaceu- 
ticals 

(c) The dispensing of drugs, chemicals, and 
pharmaceutical preparations 

(d) The filling and labeling of all drug con- 
tainers issued to nursing units from which 
medication is to be administered 

(e) A semi-monthly inspection of all phar- 

maceutical supplies on nursing units 

(f) The maintenance of an approved stock of 
antidotes in the emergency suite 

(g) The dispensing of all narcotic drugs and 
a perpetual inventory of them 

(h) Specifications for purchase of all drugs, 
chemicals, and pharmaceutical prepara- 
tions used in the treatment of patients 

(1) Specifications for purchase and storage of 
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biologicals and all operations wherein a 
special knowledge of pharmacy, including 
a ready knowledge of weights and meas- 
ures in all systems, is necessary 
F. (This principle should be developed by those 
most interested in hospital procedures. It should 
cover “the ethical and commercial aspect of phar- 
macy,” the things it should carry, in addition to those 
specified in the first five principles, who may pur- 
chase directly from the pharmacy, upon what basis, 
and what charges should be made.) 


Drug Policy 
PHARMACOPOEIA 

The pharmacy shall stock, or be prepared to sup- 
ply preparations of the United States Pharmacopoeia, 
National Formulary and New and Nonofficial Rem- 
edies. Where New and Nonofficial Remedies lists 
several articles “having similar composition or ac- 
tion,” a selection of such preparations, chosen by the 
pharmacy committee and approved by the medical 
council, shall be carried. This is necessary because of 
the expense involved in carrying a large stock of in- 
frequently used items. A selection shall also be 
made where New and Nonofficial Remedies lists 
identical products of several manufacturers. 

Preparations carried by the pharmacy, excluding 
such sera and expensive preparations as may be de- 
termined from time to time by the administration 
and pharmacy committee shall be included in room 
charge to patients. The pharmacy shall procure 
other drugs or preparations for hospital patients on 












request of the visiting physician. Such special 
orders, however, are to be charged to the patient. 
The pharmacy committee shall provide a book 
known as The Hospital Formulary and revise it from 
time to time. It is to be considered as supplementary 
to the United States Pharmacopoeia, National Form- 
ulary and New and Nonofficial Remedies. It is to 
contain those preparations of drugs and chemicals, 
sizes of tablets, ampules, suppositories, etc., which 
are kept by the pharmacy and may be called for 
under distinctive titles, and which are ready to be 
dispensed either to out-patient or hospital depart- 
ments. Its purpose may be said to be one of con- 


venience in ordering and prescribing. 

No new drug or preparation is to be carried by 
the pharmacy until it has been recommended by the 
pharmacy committee and approved by the medical 
council. 
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PROPRIETARY PREPARATIONS NoT IN THE NEW AND 
NONOFFICIAL REMEDIES OR OF A PAR- 
TICULAR MANUFACTURER 

Any drug or preparation, not carried by the 
pharmacy, which is requested by a visiting physician 
for a private patient will be procured from an out- 
side pharmacy in the amount ordered by the physi- 
cian and charged to the patient. 

DruGs FOR RESEARCH 

The above regulations are not intended to hamper 
the controlled study of any drug or proprietary 
article. The pharmacy will, therefore, supply a 
specified amount of any preparation for a member 
of the teaching staff after he has the approval of the 
head of his service. When this supply is exhausted 
more will not be supplied, nor will it be added to the 
pharmacy stock until a report showing its value has 
been given to the pharmacy committee. 


SAMPLE B. FORBUS 
Superintendent, Watts Hospital, West Durham, North Carolina 


N oO activity of the administrative — the 
non-professional—side of the hospital offers such 
a fertile field for misunderstandings and irritations 
on the part of patients and their relatives; for fric- 
tion between the professional staff and referring 
doctors on one side and the hospital on the other ; 
and for loss of money and good will to the institu- 
tion, as does the admitting procedure. 

Conversely, a properly organized and competently 
staffed admitting department will be a prolific source 
of good relations between patients, doctors, and hos- 
pital ; it will be an agency for giving constant admin- 
istrative supervision over the care and welfare of 
the patient during his stay in the house; and it will 
serve as a guardian of the hospital against abuse of 
its charity and loss from unpaid patients’ accounts. 

If the administrative problems arising out of deal- 
ings with patients, their relatives and the profes- 
sional men are analyzed, it will be found that the 
great majority of them can be traced to deficiencies 
in the admitting function. 

Because these contingencies exist by the very na- 
ture of the admitting activity—because the first con- 
tact of the patient and his relatives with the hospital 
is established with the performance of this function 
—the admitting department is in a key position to 
effect far-reaching results for and against the hos- 
pital. 

The importance of this matter impels every ad- 
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ministrator to study the problem as applied to his 
own institution and to effect those changes that will 
bring to the admitting department the organization, 
the competent staffing, the responsibilities and the 
authority commensurate with its strategical position 
in the administration. 


Admitting Patients Is More Than a 
Clerical Function 

In discussions of the admitting department, we 
frequently meet with references to the “admitting 
clerk.” Decidedly, the admission of a patient and 
related duties are not clerical functions, and those 
who regard them as such have a misconception of the 
true importance and place of the work in the hos- 
pital organization. It is, perhaps, the “clerical” esti- 
mate of the admitting duties that was responsible 
for the method of admitting patients which I have 
observed in more than one hospital. In one such 
place, the patient (or his relative) appeared for ad- 
mission in the so-called “business office.” There 
about all the varied activities of the hospital were 
carried on, ranging from the receiving of parcel post, 
express, and local deliveries, giving out information, 
and operating a nurses’ registry, to the interviewing 
of salesmen, settling misunderstandings and disputes, 
payments of patients’ bills, and all the miscellany of 
a hospital’s administrative work, including the ad- 
mission of patients. In this inferno, the patient 
lined up with the other sinners before the bar—a 
breast-high desk—and a harassed young girl, torn 
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between answering telephone calls, looking up rec- 
ords, selling stamps, giving out information, and 
receiving payment on bills, began to admit the pa- 
tient. Thereupon, with all these witnesses—the 
truckman delivering packages, the waiting salesman, 
the irate relative, and the casual female visitor who 
has come to see if any of her friends are in the house 
so she can visit them, because she has nothing else 
to do today—the hapless patient began to lay bare 
her medical and financial soul for the edification of 
all and sundry present. The information obtained 
and the financial arrangements made were of neces- 
sity hurried and sketchy and the whole proceeding 
lacking in dignity to both the patient and the hos- 
pital. This was an “admitting clerk” performing a 
clerical function. 


If the admitting department’s work is not a cler- 
ical duty, what then is the concept of such a depart- 
ment which will give due consideration to its proper 
place in the hospital organization. 


The Qualifications of an Admitting Officer 


The admitting office should be actually the execu- 
tive or operating office of the hospital. The term, 
“administrative office” is indicative of the serv- 
ice it performs. Those who have served in the Army 
and know the Adjutant’s Office, or in the Navy and 
know the Flag Office, will appreciate the analogous 
situation of the admitting office as an executive oper- 
ating office. 

The admitting office should be in charge of an 
admitting officer with one or more admitting officer 
assistants, as the volume of work may require. The 
admitting officers should be regarded as executive 
assistants to the administrator. Not only should the 
admitting officers be a permanent staff but they 
should cover the office without the aid of unqualified 
relief personnel. The choice of personnel for the 
executive assistants is a matter of the utmost impor- 
tance. The admission of patients is not merely re- 
ceiving and passing them through an established 
routine to the ward. The act of admission is only 
one of a long series of events connected with the 
patient which are properly an admitting department 
responsibility. Therefore, the admitting officer 
should be an executive type, with executive back- 
ground, and possess discretion and maturity of judg- 
ment. Since the admitting officer is dealing with sick 
people who have come to be hospitalized for their 
condition, and since the patients of most hospitals 
originate in every sort of social environment, the ad- 
mitting executive should have a medical and prefer- 
ably a “social service” background. Indeed, the ad- 
mitting officer should be a business-like executive on 
one side, and on the other, should be trained in deal- 
ing with doctors, with the sick and their relatives, 
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and should have acquired the habit of professional 
secrecy so necessary for a person in a confidential 
relationship. The possession of quiet dignity with 
firmness when required, a pleasant manner and an 
inexhaustible supply of patience is essential. It has 
been my experience that trained nurses who possess 
an executive type of personality, and preferably, who 
have had executive nursing experience in the hos- 
pital are best suited to be admitting officers. 


The Admitting Office Is a Bureau of 
Public Relations 


The admitting office should be recognized for 
what, in effect tt actually is—A Bureau of Public 
Relations; and it should be organized, staffed with 
trained personnel, and motivated in its day-to-day 
transaction of business, with this relationship to the 
hospital’s public well in mind. The admitting office 
finds itself in this position in relation to the public 
because of its proper function, as follows: 

1. The patient and accompanying relative or friend 
receives his first impression of the hospital from 
the admitting office. Like most first impressions, 
they are likely to be lasting, or at least, will 
probably color the mental reactions of the pa- 
tient during his stay, and even after leaving the 
hospital. Since there are many sound reasons 
for discharging a patient through the admitting 
office, likewise the patient and his relative or 
friend will receive from this office their last 
impressions of the hospital and its personnel. 

2. The dealings of the referring doctors and the 
professional staff of the hospital with the admin- 
istration on nearly all routine matters relating 
to the admission, care and discharge of patients 
(except of course, routine nursing care) will be 
carried on with the admitting office. In this 
respect, then, the admitting office is peculiarly 
well situated to promote the welfare of the hos- 
pital and good relations with the medical com- 
munity by a cooperative attitude to help the 
physician work out his hospitalization problems ; 
by the admitting officers keeping themselves in- 
formed about the details of the work so as to be 
in a position to answer inquiries promptly, defi- 
nitely and intelligently ; and by their keeping the 
private physicians informed regarding all major 
administrative incidents relating to the patients, 
such as notification of patients’ admission, noti- 
fication of arrival of patients referred to staff 
doctors by outside physicians, discharge of pa- 
tients against advice, etc. 

3. In its dealings with patients’ relatives and friends 
regarding the numerous matters such as rates, 
change of rates, change of accommodations, and 
a host of other things; and in its close coopera- 
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tion with the health department with respect to 
communicable disease cases; with the welfare 
department with regard to hospitalization of in- 
digents and chronics; and with the coroner in 
connection with medico-legal cases, the admit- 
ting office is in a most literal sense a public 
relations bureau. 

These are some ways in which the admitting office 
interprets the hospital to patients, doctors, and pub- 
lic—and the importance of such interpretations to 
the hospital demands that the admitting office be 
competently staffed and organized to do the job well. 

Administratively, the admitting office should 
have excluswe charge, authority, and responsi- 
bility for the patient and his care throughout the 
period of his stay in the hospital from the time he is 
admitted until he goes out the door on discharge. 
This exclusive supervision over the patient in the 
house should include authority to make rates, adjust 
rates, and charges during the interim of hospitaliza- 
tion, responsibility for following up and obtaining 
settlement of current bills, and arranging the terms 
of financial settlement of the final bill when not paid 
in full on discharge. All contacts with the patient, 
relatives, or financial sponsor during the stay in the 
house should be made by the admitting office. In 
conformity with this policy, all reports of charges 
for services, etc. to patients should be passed through 
the admitting office before reaching the cashier, and 
all bills to patients should be reviewed and approved 
by the admitting office before being sent out. Since 
this procedure for handling the financial transactions 
with patients differs so greatly from the customary 
practice wherein the so-called “business office” is 
responsible for all financial transactions, perhaps a 
few words of explanation should be made about it. 


The Patient Is the Hospital's Responsibility 

The theory chiefly supporting such admitting office 
control over the financial phase of a patient’s stay 
in the hospital is simply this—a hospital is not a 
purely commercial enterprise, but it is a business 
affected with and complicated by a humanitarian in- 
terest. Obviously, then, dealings with the patients 
cannot be regulated on the rigid, coldly impersonal 
basis that govern the transactions of a bank or a 
manufacturing establishment. A bank will not lend 
without character and security, and a mill will not 
ship merchandise on credit to a stranger. Business 
is done on a “put up or shut up” basis. But when 
an acutely ill man comes to the hospital door, because 
of that humanitarian interest with which the insti- 
tution is affected he will receive board and medical 
care whether he be a stranger without immediate 
funds, a known indigent or a “deadbeat.” Once the 
patient is admitted—an an acutely ill patient must be 
admitted—he is the hospital’s responsibility, and re 


mains so until the doctor agrees he is able to be 
discharged. Moreover, hospital care is costly and 
illness frequently strikes suddenly. Even those who 
prepare financially for hospitalization often can pre- 
pare only inadequately, while others find after ad- 
mission that they are faced with a longer period of 
hospitalization than either the physician or patient 
had reason to anticipate. In addition to these consid- 
erations, the financial condition of a patient is 
affected by such factors as regularity of past and 
future employment, present financial status and fu- 
ture prospects, length of disability, current family 
expense, dependents, etc. 

When a patient is admitted all these factors should 
be and will be given their proper weight and consid- 
eration by the admitting officer and the rate and 
terms of payment arranged accordingly. The ad- 
mitting officer, having made the initial financial 
arrangements, is better qualified through familiarity 
with the case and by training, experience and com- 
petency to continue in control of all future financial 
dealings with the patient while in the house, than is 
the clerk or cashier in the cashier’s office. In fact, 
the business office routine, the nature of the business 
office work, the bookkeeping and figure mentality and 
the general outlook of the business office personnel 
make them unsuited to carry out financial transac- 
tions which are affected with considerations of tact, 
diplomacy, sympathy, human understanding, char- 
acter, and social conditions. Such dealings are best 
left to the admitting officers who are specially se- 
lected for their ability to handle them. 


The admitting office is in a strategical position to 
do yeoman’s service for the hospital on the finan- 
cial field of battle. Its service is effective in three 


ways: 

1. Prevent the misuse of free service by a careful 
inquiry into the admissibilty of free patients who 
might be properly and adequately treated at 
home; or who should not be admitted at all as 
a free patient. 
Closely follow up the progress of free cases to 
obtain their discharge promptly. Attending doc- 
tors sometimes overlook the cost to the hospital 
resulting from unnecessary delay in discharging ; 
and many relatives do not hesitate to allow and 
even sometimes, demand, that the hospital assume 
the responsibility for convalescent care or, even, 
that it bear the family responsibility by serving 
as a boarding house for an unwanted kinsman. 
A part of the same problem which the admitting 
office is best qualified to serve is to obtain the 
prompt transfer of chronic patients to the public 
institution charged with the care of such cases. 
We all know that, financially speaking, a patient 
in the house is worth two who have gone home 
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owing a hospital bill. The best time to collect a 
patient’s account is while he is still a patient and 
receiving care. Nio one likes to. pay for a dead 
horse, and a patient who has had his hospitaliza- 
tion and gone out cured, leaving his bill behind 
him, is notorious for that very human feeling. 
No one in the institution is as well qualified to 
follow up and obtain payment on bills or require 
satisfactory reasons for default than the admit- 
ting office who admitted the patient. It was to 
the admitting officer that the patient or his finan- 
cial sponsor made all the promises and gave all 
information relating to his economic, financial, 
and social status at the time of admission. There- 
fore, familiarity with the particular case and its 
merits, the avoidance of excuses, subterfuges, 
and misunderstandings, and the persistence of 
the thread of contact between the two parties to 
the original agreement all contribute to better re- 
sults when the admitting office has the patient’s 
account in hand until discharge, including making 
the terms of final settlement if the bill is not 
paid in full. 

No attempt can be made in the scope of these 
remarks to discuss the detailed organization, duties, 
and responsibilities of the admitting office. They are 
extremely varied, equally numerous, and exceed- 
inly important. Special mention may be made, how- 
ever, concerning the admission record and the physi- 
cal set-up of the admitting office. 


The Admission Record 

The admission record should be sufficiently com- 
prehensive to serve as a satisfactory reference file 
for all ordinary future requirements. In addition 
to the customary statistical information, it should 
briefly but accurately record the patient’s social, eco- 
nomic, and financial status. The admission record 
should also show the patient’s previous contact with 
the hospital, the referring and attending staff physi- 
cian, and admitting diagnosis. In cases of violence, 
etc. in which the coroner or police authorities are 
likely to be interested, a brief history of the facts 
surrounding the occurrence and the names and ad- 
dresses of the persons immediately involved should 
be obtained. Lastly, the admission record should 
contain the complete terms of payment, including rate 
per day; cost of known extras, such as operating 
room and anesthesia charges; terms of payment in 
cluding when and how much; and who is responsible 
for payment. This financial agreement section of 
the admission record should always be signed by the 
patient or his financial sponsor. In admitting private 
patients, favorably known to the hospital, it is usu- 
ally desirable not to require the information concern- 
ing the economic and financial status but the terms 
of the financial agreement should be signed. 


June, 1936 


Location and Arrangement 
of Admitting Office 


The location and arrangement of the admitting 
office is important. Experience has shown that it is 
best situated immediately off the main waiting room 
near the entrance and thus easily accessible. The 
cashier’s office should be conveniently near-by. It 
is essential to provide an ante-room in which patients 
and others having business with the admitting office 
can wait to be seen. The admitting office proper 
should be light and cheerful, and so arranged as to 
provide privacy and an atmosphere of dignity and 
reassurance. In admitting a patient it is important 
that only the admitting officer, the patient, and the 
accompanying relative should be present. Loitering 
should be strictly prohibited and the passing in and 
out of personnel restricted to duties directly con- 
nected with that office. 


Under the title, “Psychology of the Admitting 
Office,” Dr. Malcolm T. MacEachern in his recent 
important book, “Hospital Organization and Man- 
agement” has stated in concise and accurate terms 
what are the real “Requisites of an Admitting De- 
partment.” He says, on page 140: 


“The admitting department: of the hospital has 
often been described as ‘the heart of the hospital.’ 
In a similar manner, it has also been spoken of as 
‘the dispatch system of the hospital.’ Both of these 
descriptions are particularly appropriate inasmuch as 
the admitting office, functioning in its truest form, 
controls the routing of patients, and at the same time 
exerts a distinctly psychological influence on patients, 
relatives, friends, and personnel. 

“Tt is in the admitting department that the patient 
usually gains his first and lasting impressions of the 
hospital. Admission and discharge procedures, both 
of which in a great measure are controlled by the ad- 
mitting office, must be managed with dispatch, kind- 
ness, diplomacy, and tact. It is, therefore, absolutely 
essential that the admitting officer have a thorough 
knowledge of applied psychology. Important also is 
the attitude of relatives and friends. The admitting 
officer in her contacts with these people must en- 
deavor to gain their confidence as well as that of the 
patient. In order that the hospital may function 
smoothly and efficiently, and in the best interests of 
the patient, the personnel must be willing to cooper- 
ate with the admitting department in the prompt and 
accurate performance of the functions required by 
that office. It will be possible for the admitting offi- 
cer to promote a true cooperative spirit in her ex- 
tensive contacts with the personnel of the institution 
if she knows how to work with people and stimulate 
interest, in short, if she maintains the proper psycho- 
logical attitude.” 
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The Obstetrical Department 
Wesley Memorial Hospital 


CHARLES B. REED, M.D. 
Associate Professor of Obstetrics, Wesley Memorial Hospital, Chicago 


BESS COOLEY, R.N. 


Supervisor, Obstetrical Department 


7. OBSTETRICAL DEPARTMENT is directly 
subordinate to the Northwestern University Medical 
School of which it is an integral part. 

The head of the obstetrical department and all the 
attending doctors are members of the faculty and 
teach in the classes at the medical school. 

Patients are referred from the prenatal clinic at 
the school where they have been supervised by the 
medical attendants and checked by the social service 
department. 

Other patients entering the service are checked by 
the social service of the hospital and arrangements 
made for free care, part payment or full charges as 
conditions warrant. 

All the patients in the ward service are regarded 
as teaching cases and are cared for directly by the 
intern under constant supervision of attending doctor 
who is personally present, or responsible for any 
intervention or complication. 

The senior attendant makes daily rounds with 
the intern and head nurse and when emergencies 
arise holds conferences with other members of the 
department or general staff. 

The excellence of the service is manifested in the 
fact that owing to careful prenatal care and thought- 
ful attention the mortality rates of mother and child 
are well below the average and no case of puerperal 
fever has developed in five or six years among the 
women under immediate supervision by the de- 
partment. 

The Obstetrical Staff is composed of : 


A. The chief of the obstetrical staff 

B. Four attending obstetricians who are responsible 
for three months apiece on a rotating monthly 
service 

C. Associated with the official obstetrical staff are a 
large number of staff members who do their own 
obstetrics, and work in coordination with the 
department 

. One intern, whose service covers a period of six 

weeks 


E. Nursing Staff: 
a. Supervisor 7 a. m.- 
b. Head Nurse 7 p.m. 
c. Graduate Staff nurses (3) (3 hours 
d. Graduate Nursery nurses (2) off duty). 
e. Graduate Nurses—2 :30-11 p. m. Duty. (2) 
f. Graduate Nurses—11 p. m.—7 a. m. Duty. 
(2) 

In general the management of all obstetrical cases 
is carried out by observance of the following rules 
and regulations which have been compiled by Miss 
Cooley. 

Admission 


A. Upon entering the hospital, if the patient is in 
labor—she is taken directly to the obstetrical de- 
partment in a wheel chair by the admitting nurse. 

. Her husband, or the person who accompanies her, 
attends to all the details of admission in the office. 

. She is met by the supervisor of the department, 
who in turn introduces her to the nurse who will 
admit and care for her. 

. If she is able and so desires she is shown to her 
room and assisted to disrobe. Otherwise she is 
taken immediately to the admitting room. 


Preparation 


. A short history is taken by the nurse to aid the 
attending staff man or intern with the details of 
her case. This includes information concerning 
former pregnancies, with dates and information 
pertinent to this pregnancy. 

. The intern is now introduced to the patient and 
after reading her history and giving verbal com- 
fort and reassurance, he examines her. The 
examination includes: breasts; heart; lungs; 
abdomen ; measurements of pelvis; presentation ; 
position ; measurements of abdomen (McDonald- 
Ahlfeld and Perret) ; blood-pressure ; and foetal 
heart tones. After determining the progress of 
labor by a rectal examination, the intern orders 
an enema if conditions and time permit. 
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On the Third Day the Infant Is Weighed Before Being 
Taken to Breast, and After Nursing at Breast to Ascer- 
tain the Amount of Milk Obtained 


C. The nurse now proceeds with the preparation of 
the patient as follows: 
a. Temperature, pulse and respiration are 
taken 
b. Obstetrical preparation (shaving of gen- 
italia ) 
. Hot soap-suds enema (105) 
. Shower bath 
. Urine specimen 
. Times—contractions of uterus 


moan 


Care of the Patient in Labor 
A. Nurses Duties: 


a. To make the patient as comfortable as pos- . 


sible during this period 
b. To watch her intake and elimination care- 
fully 
c. To time her contractions at intervals and 
make report 
d. To listen to foetal heart tones regularly and 
make report 
e. To report any untoward symptoms concern- 
ing the patient 
f. To report progress of patient as determined 
by outward signs (discharge; bulging of 
perineum; (distension of rectum) 
B. Intern’s Duties: 
a. To examine the patient at regular intervals 
and record progress 
b. To report progress of patient to the attend- 
ing man 
c. To call the attending man in ample time to 
get full preparation for delivery 


Anesthesia 


The anesthetic is administered by well trained 
anesthetists who are on call day and night, and are 





under the supervision of a doctor specializing in 
anesthesia. As dependent upon the case and the 
preference of the staff doctor or the intern, the an- 
esthetic is administered intermittently for analgesic 
effects, or continuously for the obstetrical or surgi- 
cal-obstetrical procedure. For the past year and a 
half, Vinethene, by the open drop method, has been 
used routinely on all cases except where there has 
been contraindication to its use, or where the staff 
doctor has preferred another type of anesthetic 
agent. Ether, by the open drop method, or in a 
closed system with Nitrous Oxide or Ethylene, is 
occasionally used where deep relaxation is needed. 
Nitrous Oxide-Oxygen, and Ethylene are used if the 
staff doctor prefers a gas oxygen anesthetic. Aver- 
tin and Ether-Oil by rectum have been used more 
frequently in the past, and only occasionally in the 
last two years. Nembutal and Sodium Amytal by 
mouth are used to a minor degree. 


Delivery 


A. Scrub Nurse’s Duties: 

a. After scrubbing surgically clean for five 
minutes with nailbrush and green soap, she 
dons gloves and scrubs the patient thor- 
oughly as follows: 

(1.) Abdomen (from breasts to pubis) 
(2.) Legs (from hips to knees) 
(3.) Genitalia and perineum—using a2 
solution (green soap, bichloride tablet—1 
and water 1 quart) 

b. Removing gloves, she soaks her hands in 
Alcohol solution (70%), then dries them 

c. Putting on sterile gown and gloves she 
drapes the patient with sterile linen 





























Every Mother Wears a Mask Covering Her Nose and 
Mouth While Nursing Her Baby 














A Private Room After Remodeling 


. She assists the attending man and intern 


with sterile gowns and gloves 


. She sets up her instrument table and receiv- 


ing cart 


. She keeps the field clean with sterile towels 


and pads 


. When the infant is delivered she assists in 


clamping and cutting the cord 


. She puts the special clamp on the cord 


i. She puts the wrist number on the infant's 


arm 


j. She assists the intern in credéing the in- 


fant’s eyes 


<, She turns the infant on his right side and 


covers well with a blanket 


. She assists the attending man with the re- 


pair (if necessary) and the delivery of the 
placenta 


Immediate Post Partum Care—(Mother) 

A. This period immediately following delivery is by 
far the most important time for careful watch- 
ing of a mother’s condition (as to post partum 
hemorrhage, etc.) 


. Following delivery the patient is allowed to rest 
on the table for an hour while the nurse watches: 


a. 
b. 


Cc. 


Pulse and respiration 
Condition of the fundus of the uterus 
Amount of bleeding 


C. At the end of the hour: 


a. 


b. 


The patient is bathed 
The wrist tape is sewed securely on her 
right wrist 


. Her breasts are prepared for lactation 


. Breasts and abdominal binders and fresh 


pads are applied 


e. Temperature, pulse and respiration are 
taken 

f. She is given a hot drink (tea or milk) and 
taken to her room on a cart covered well 
with blankets 


Daily Post Partum Care—(Mother) 
. Measuring the height and condition of the fun- 
dus of the uterus 
. Checking : 
a. The condition of the breasts and nipples 
b. The amount and character of lochia 
c. The condition of the intestinal tract (An 
enema is given every other day—following 
the initial dosage of Castor Oil twenty-four 
hours after delivery) 
The advantages are: 
(1) This procedure is completed before 
breakfast is served 
(2) The routine A.M. care is not delayed 
(3) The patients are comfortable for the 
remainder of the day (with few ex- 
ceptions ) 
C. Daily care of the perineum consists of : 
a. External douche of sterile water after each 
urination 
b. Aseptic perineal care after each bowel move- 
ment (phenol solution—™% of 1%) 
c. If sutures are painful, sterile glycerine is 
applied to soften them 


Care of Infant 


. The infant is kept in his right side, with the foot 
of the crib elevated for twelve hours following 
delivery 

. At the end of twelve hours the infant is taken to 

* breast at each nursing period (Q 3 hours) but is 
allowed to nurse only three to five minutes until 
the breast milk.comes in (On the third day) 














Mothers Are Taught How to Bathe Their Infants 
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. On the third day, the infant is weighed before 
being taken to breast, and after nursing at breast 
to ascertain the amount of milk obtained 

. If any infant is unable to maintain a normal tem- 
perature, external heat is applied until the tem- 
perature is raised and maintained at 98.6 

. Cod liver oil is given daily to all infants. (If 
the infant is premature—viosterol, halibut liver 
oil, oleum percomorphum, or some concentrated 
form is advised ) 


Teaching 
Mothers are taught: 
A. Care of breasts and nipples 
a. Never to touch nipples with hands 
b. Keep breasts covered with sterile towel 
c. Cleanse nipples with antiseptic solution be- 
fore and after each nursing period 
B. Care of perineum 
a. Never to touch pads while in the hospital 
(Nurses always adjust pads, etc.) 
b. External douche for personal hygiene 
C. Care of infant 
a. How to bathe an infant: 
(1) Bath 
(2) Care of hair 
(3) Care of eyes, nose, ears 
(4) Care of navel (umbilicus) 
(5) Care of genitalia 
b. How to dress an infant 
c. How to change diapers 
d. How to change the infant’s position 
e. How to feed an infant 
f. How to make a feeding 


Important Rules and Procedures 
(These rules and procedures have proved very 
valuable in our nursery technique ) 


A. Following a severe epidemic of intestinal strep- 
tococcal diarrhea a thorough investigation was 


made with the result that germs were traced to 
the throats of nurses, mothers, infants, and the 
preparation of the artificial feedings. Since that 
time for-a period of approximately a year every- 
one in the obstetrical department: the attending 
men, interns, nurses, nurses aids, floor-men, etc., 
reported weekly to the laboratory for a throat 
culture by the nose and throat specialist, and the 
preparation of the artificial feedings was care- 
fully supervised and regulated. At the present, 
the attendants report approximately once a month 
for throat cultures. 


. All nursery attendants wear masks continuously 

. Anyone entering the nursery: attending men, 
pediatricians, interns, nurses, maids, floor-men, 
etc., must wear cap, mask, and gown 

. Every mother wears a mask covering her nose 
and mouth while nursing her baby 

. A fresh mask is issued for each nursing period 
and the soiled ones are collected after the baby 
has nursed 

. Fresh water is provided before each nursing pe- 
riod and the mothers are instructed to WASH 
THEIR HANDS before touching their breasts 
or infants 

. Before the infant is put to the breast, the 
mother’s nipple is cleansed by means of a well 
padded applicator dipped in Hexylresorcinal so- 
lution 

(The foregoing procedures (1 to 7) lessen and 

prevent infections not only from the upper respira- 
tory tract, but also from the breasts.) 

H. No children (under 15 years of age) are allowed 
to visit in the obstetrical department, and all vis- 
itors are limited to two at one time in the wards 
No visitors are permitted to remain in the room 
during nursing periods 

As a consequence of these rigorous provisions 
there have been no epidemics since 1933, of diarrhea 
or impetigo. 








Six Hundred Hospitals to Be Established 
in Japan 


The need for combating tuberculosis in Japan has 
been the means of developing a plan to establish 600 
hospitals for the public throughout the country. 
Providing education in public hygiene and the treat- 
ment and prevention of tuberculosis will be included 
in the program for these hospitals. One may realize 
the seriousness of the situation from the report that 
last year in Tokyo there were 140,000 persons suffer- 
ing with tuberculosis, of whom more than 13,500 
died. 
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Anesthesia at Bellevue Hospital 


E. A. ROVENSTINE, M.D. 


Director, Division of Anesthesia, Bellevue Hospital, New York City 


Doon THE PAST YEAR there was inaugu- 
rated in Bellevue Hospital a reorganization of 
anesthesia. A new department was instituted and 
considered an individual service as are other recog- 
nized hospital departments. The department was 
organized for the purpose of improving the care of 
patients, lightening the burden of care in other hos- 
pital services, offering an opportunity to graduates 
in medicine to train as specialists in anesthesiology 
and, through investigation, advance the specialty. 
This department marks one of the initial attempts 
in the United States of a large municipal hospital to 
establish an organization of medical graduates ex- 
clusively, with a full-time director, a residency in 
the specialty of anesthesia which compares in length 
and scope of training with other recognized special- 
ties, and with facilities for research. The few de- 
partments previously so organized are identified with 
institutions controlled by medical schools or clinics. 

The Anesthetic Service 

Anesthesia has its principal field of endeavor in 
surgical therapy where the adjustments are com- 
pleted by the surgeon, and is usually considered an 
adjunct to that specialty alone and with activities 
confined to that department. Recent advances in 
the practice of medicine have given anesthesia many 
opportunities and have widened its field of useful- 
ness. The constant increase in complexity and 
severity of surgical manipulations, the more liberal 
use of inhalation therapy, the increasing demand for 
therapeutic and diagnostic nerve blocking, the ad- 
vanced methods and more opportunities for the prac- 
tice of resuscitation, the almost daily introduction 
of new methods and drugs for sedation and hypnosis 
have contributed to make the practice of anesthesia 
more and more specialized despite its definite ap- 
pointment as an accessory to other specialties. How- 
ever, it is recognized that an organized department 
of anesthesia is merited not for its individual service 
but for its usefulness in making more efficient other 
hospital departments. Its object is to assist them in 
their efforts for better surgery, better and more 
economical care of patients, shorter hospitalization, 
better diagnoses, better treatment and a lower death 
rate. 

From the report of the Department of Anesthesia, Belle- 


vus Hospital, 1935, to Dr. S. S. Goldwater, Commissioner of 
Hospitals, New York. 


Establishment of the Anesthesia Resident 

Before the present regime the responsibility for 
the administration of the anesthetic service in Belle- 
vue Hospital was vested with the director of the 
nursing service, an executive with numerous other 
duties. The staff was composed of five nurse tech- 
nicians and one graduate in medicine, the latter with 
a salary not sufficient to permit his devoting his 
entire attention to the hospital. This inadequate per- 
sonnel precluded the possibility of having the assis- 
tance of a trained anesthetist either administering 
or adequately supervising anesthesia at each opera- 
tion. The staff, being composed mostly of nurse 
technicians who were trained in inhalation methods 
only, did not participate in the conduct of anesthesia 
by spinal, regional, intravenous, or other routes and 
had little or no responsibility in the preliminary or 
post-operative care of patients. Instruction to the 
house staff was neglected and there were no facilities 
for post-graduate training for physicians. Clinical 
and laboratory investigations by the staff were rarely 
attempted. 

Early efforts directed toward the new organization 
were in many respects necessarily experimental. The 
initial objective was evidently to secure an increase 
in the personnel and it was obligatory that this be 
accomplished without adding an additional financial 
burden on the hospital’s resources. The need for 
more anesthetists was acute. This was particularly 
true in the surgical services other than general 
surgery. Delays during operating schedules, post- 
ponements until an anesthetist was free, and opera- 
tions conducted without an anesthetist in attendance 
were too numerous. The nurse technicians were 
employed as nurses and consequently had in theory 
the nurses’ privileges. They were permitted stated 
annual vacations, holidays, afternoon relief, had as- 
signed hours and were not required to work nights 
except for the one individual assigned. It is true 
that often they did not enjoy these privileges entirely, 
but it is quite as true that they were not available 
as were the house staff on other services. The solu- 
tion came with the establishment of the anesthesia 
resident who was a graduate in medicine and whose 
hospital connections were identical to those of the 
house staff of other departments. One whose serv- 
ices were expected when needed, whose time away 
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from his duties was regulated without regard to 
fixed schedules and manipulated so that the service 
would not be embarrassed. 


It was desirable that these residencies be estab- 
lished so as to comply with the standards set up by 
such organizations as the American College of Sur- 
geons and the International Anesthesia Research 
Society. The Council on Medical Education and 
Hospitals of the American Medical Association ap- 
proved Bellevue for residency in anesthesia after the 
requirements of that board were fulfilled. Candidates 
are required to be graduates of an approved medical 
school and to have served an internship in an ap- 
proved hospital. 


It was inadvisable to immediately replace the exist- 
ing staff who possessed technical proficiency with 
residents who had little or no training. Replace- 
ment of nurses with physicians was followed 
throughout the first nine months of the year. This 
rapid change from technician to untrained resident 
was perplexing. The facts that the department was 
unknown, that similar departments were not estab- 
lished, and that anesthesia has not been attractive or 
offered the rewards of other specialties made it diffi- 
cult to secure physicians who possessed the qualifica- 
tions desired for residents. Recent applications have 
indicated that in the future the selection of candidates 
may be made from a large group of desirable appli- 
cants. The new residents were acquired in groups 
of two or three and consequently during this first 
year the service did not attain the degree of profic- 
iency that is desired. 


The staff, at the close of the year, was composed 
of eleven graduates in medicine. They are a director 
of the department who is professor of anesthesia at 
New York University College of Medicine, one as- 
sistant anesthetist, two resident physician anesthe- 
tists, and seven assistant resident physician anes- 
thetists. ’ 


The present organization has been effected with- 
out additional expenditures for salaries. Except for 
the director and one assistant who are on the visiting 
staff, the resident staff are non-competitive civil 
service employees as were the former members of 
the department. There has been effected a budget 
saving of $820.00 for 1935 and an actual expenditure 
for salaries of 92.3 per cent of that for 1934. 


Modernization of Equipment 
The next objective was modernization of the 
equipment and apparatus. New apparatus was 
needed to better serve the patient and surgeon and 
to utilize recent advances in anesthetic administra- 
tion effecting economies, to decrease such hazards as 
fires and explosions, and to permit the employment 
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of any agent or technique. It is expected that the 
apparatus in use throughout the institution will be 
standardized so that accessory parts are interchange- 
able for all main units, the variety of replacements 
such as glass and rubber may be minimized, and to 
insure perfect familiarity with all apparatus by the 
entire staff. 

Among the outstanding advances in anesthesia 
during the last decade has been the improvement of 
inhalation apparatus. The increasing use of gases, 
the advent of new agents and a better understanding 
of the physiology involved in anesthetic administra- 
tion have resulted in the manufacture of many in- 
genious devices. The modern trend among leaders 
in the profession has been to employ an apparatus 
that includes the following principles : 

1. A visible flow of gases under reduced pressure 
that is accurately calibrated for any rate of flow 

2. An absorption unit which will permit the more 
physiologic rebreathing of anesthetic gases and 
vapors with marked economy. 

3. An appliance that will help eliminate the fire 
hazard by increasing the humidity of explosive mix- 
tures so that static is negligible, and by decreasing 
the amount of gases or vapors in the operating 
rooms. 


4. An appliance that will permit the employment 
of any technique and the use of any agent. 


Such equipment has undeniably been responsible 
for an improved, safer anesthetic for the patient, 
improved operating conditions for the surgeons, and 
has effected an enormous economy. In the latter 
respect, it is generally claimed and often proved that 
the amount of anesthetic agent, when the closed sys- 
tem is employed, is more than fifty per cent less than 
when using an open or semi-closed system. 


A comparison of costs of drugs used for anes- 
thesia during each of the last two years can only be 
approximated since exact figures are not available. 
However, despite the fact that the department did 
not have sufficient equipment throughout the year 
and that the technicians were not familiar with or 
taught the closed technique, a definite saving was 
noted. The drugs ordinarily dispensed by this de- 
partment have all shown a decreased total hospital 
consumption in 1935 as compared with 1934, despite 
the fact that records of the nursing department show 
that cases cared for in the operating rooms increased 
six per cent in 1935. The data available show: 


Carbon dioxide (B cylinders) consumption de- 
creased 78 per cent; carbon dioxide 5 per cent and 
oxygen 95 per cent (D cylinders) consumption de- 
creased 39 per cent (this item has now been entirely 
eliminated from the operating rooms) ; ether (half- 
pound cans), consumption decreased 35 per cent; 













nitrous oxide (D size cylinders), consumption de- 
creased 31 per cent; novocaine (ampoules for spinal 
anesthesia), consumption decreased 51 per cent; 
avertin (100 c.c. bottles), consumption decreased 23 
per cent. 

Anesthetic drugs purchased in 1935 that were not 
used in 1934 include: Cyclopropane, 14 cylinders of 
75 gallons each; soda lime (Wilson’s), 6 drums of 
31 pounds each. 


Records of Anesthetic Practice 


Before 1935 the only records of anesthetic prac- 
tice in Bellevue Hospital were a part of the operation 
record and these set forth a minimum of details. 
They were barely sufficient for the requirements of 
hospitals approved by the American College of Sur- 
geons. They were of little value for statistical study 
since they were filed with the voluminous case 
records of the patients. The wealth of clinical mate- 
rial in the institution offers much valuable data for 
statistical investigation and to utilize this informa- 
tion for the profession and provide an accurate guide 
for improving the services of the department a new 
record was essential. 


The records in use were not abandoned or changed 
but a new one was added. An anesthesia study 
record was adopted which does not accompany the 
patients’ case records but is filed in the office of the 
department. This record is designed to make read- 
ily available the complete information relative to 
anesthesia and surgery in each case. The data are 
so arranged that the punch card and tabulating ma- 
chine for compiling statistics may be incorporated 
and utilized. Reports relating to anesthesia have in 
the past been noticeably barren of convincing evi- 
dence. It is expected that this system will secure 
accurate comprehensive data, which correlates anes- 
thetic practices with operative procedures, post- 
operative complications and post-mortem findings; 
pre-operative condition of the patient with post- 
operative sequella, preliminary medication and 
results. 


The appointment to the resident staff, of doctors 
who had already served a hospital appointment, who 
received only a small remuneration and who expect- 
ed to qualify as specialists in anesthesiology, necessi- 
tated the institution of an extensive teaching pro- 
gram. The present program is designed to include 
intensive training in all features of the modern prac- 
tice of the specialty. The minimum time to complete 
the residency has been put at two years and those 
who demonstrate teaching or administrative ability 
will remain in the staff for an additional one or two 
years. During this time the anesthetists’ opportuni- 
ties for clinical work are almost unlimited. Each 
person on the service will do more than 125 clinical 





cases each month. This will include all types of 
work and is done under the direct supervision of 
older members or the chief of the staff. Provisions 
are made for each member of the staff to study 
regional anesthesia by dissection of the cadaver, 
under the combined direction of a surgeon and an 
anesthetist. Diagnostic, therapeutic and anesthetic 
nerve blocks are done by the staff in the clinics. 


The resident is responsible for the preparation of 
the records for each case he will attend. This neces- 
sitates visits to the patient before and after operation 
and affords an opportunity to cooperate with the 
surgical staff in the care of patients, observe the 
results of anesthesia, and study the effects of post- 
operative treatment. The department conducts its 
own conferences under the direction of the chief. 
The resident is given an opportunity to gain teach- 
ing experience in a series of lectures given to the 
classes of the postgraduate school for nurses. These 
lectures which are designed to acquaint the nurse 
with anesthetic practices in so far as they are related 
to her work in the operating rooms and on the wards 
are conducted by various members of the staff. Clin- 
ical teaching by the resident is also available to the 
interne and house staff. 


Clinical Investigations and Laboratory Research 


The department is constantly engaged in efforts to 
advance the specialty by clinical and laboratory in- 
vestigation, by contributions to the literature, by par- 
ticipation in scientific programs, and the support of 
local and national organizations. Too often the 
anesthetist has not been well versed in clinical medi- 
cine or the basic sciences and has been unable to 
offer much to advance the specialty. Despite the fact 
that not a small per cent of the existing post-opera- 
tive morbidity and much of the post-operative mor- 
tality is anesthetic morbidity and mortality, too little 
effort has been made to improve anesthesia. It would 
seem that the department is obligated to put forth 
an effort to include worth while clinical investiga- 
tions and laboratory research as an integral part of 
its assignment. 


Arrangements are complete for collaboration with 
the pathological and other laboratories in the hos- 
pital. The New York University College of Medi- 
cine has made accessible its laboratories of experi- 
mental surgery, pharmacology, etc. The various 
clinics present a wide field for investigation, where 
new agents and methods of proven merit may be 
applied and studied. During the year the department 
has studied new appliances, developed new equip- 
ment, and described two new anesthetic techniques. 
Drugs new in Bellevue Hospital have been intro- 
duced, studied clinically, and reported in the litera- 
ture. Problems related to anesthesia have been in- 
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vestigated in the laboratory and the results of these 
researches published. Numerous opportunities have 
been presented during the year to participate in scien- 
tific programs and serve organized societies. 


Organization and Results of a Medical Division 
of Anesthesia 

Any new departure in hospital practice must neces- 

sarily be judged by the resultant improvement in the 

care of patients. Another year will be needed to 

secure information that will permit a comparison of 

results with those reported from other institutions. 


It is evident that one problem, that of securing 
the services of any anesthetist when needed, has been 
practically solved. There is now an immediate re- 
sponse to every request for anesthesia. Two or more 
anesthetists instead of one have covered the emer- 
gency services during holidays and at night. It is 
possible for any service to have more than one oper- 
ating team engaged at the same time. For example, 
the Ear, Nose and Throat service often employ three 
anesthetists, two alternating on tonsillectomy cases 
and one anesthetizing for a mastoidectomy. This has 
resulted in a marked saving of time to both doctors 
and nurses. Surgeons are not required to resort to 
regional or spinal anesthesia nor to perform these 
blocks. 


The duties of the “ether nurse,’ a nurse in the 
operating room assigned to assist the anesthetist, 
have been minimized to the extent that she may 
devote practically all her time to other duties. This 
has presented an opportunity for improving the 
service of nurses at operations. Establishing an 
office for the department with telephones and a secre- 
tary has relieved the operating room supervisor of 
the responsibility of locating and notifying an anes- 
thetist during the day. 


The use of techniques and agents not previously 
employed in Bellevue Hospital has resulted in im- 
proved operating conditions fer some services. En- 
dotrachael anesthesia for operations about the upper 
air passages, and cyclopropane anesthesia in thoracic 
surgery, may be cited as examples where surgeons 
have expressed an opinion that a definite advance 
was made. Utilization of the less toxic agents for 
minor and superficial procedures has evidently re- 
duced nausea and emesis and the other minor 
sequella and consequently simplified post-operative 
nursing care for these patients. 


The incidence of major post-operative complica- 
tions and the operative mortality rates for this or 
other years are not available. Several surgeons have 
volunteered the information that there is a very 
marked improvement. Such impressions are, how- 
ever, often unreliable and cannot be used to base 








claims for decreased morbidity or mortality. Accu- 
rate statistical data must be secured before any trust- 
worthy statements can be made regarding the anes- 
thetic results. Deaths that have occurred in the oper- 
ating room which probably represent a small per- 
centage of those due, at least in part, to anesthesia, 
have not increased. 


The department has been privileged to assist in 
several emergency resuscitation practices with other 
services. It has responded to requests for aid in 
treatment of acute carbon monoxide poisoning, acute 
barbiturate depression, etc. It is felt that anesthe- 
tists will render a valuable service in certain of these 
cases. The staff will be trained to modern methods 
for the prevention of asphyxial deaths, in the physio- 
logical principles of resuscitation, and the pharm- 
acological action of the drugs that are used. The 
fact that such emergencies may be met on any serv- 
ice, possibly a service where the house staff has not 
been especially trained to employ modern methods, 
indicate that the anesthesia department is of valuable 
assistance. 


The department has received several requests for 
assistance with gas therapy. Here again the staff, 
with their knowledge of the gases and the apparatus 
employed, have been able to assist other departments, 
particularly, in the technical administration of thera- 
peutic gases. 

Therapeutic and diagnostic nerve blocking is now 
a valuable adjunct to our present-day methods of 
diagnosis, prognosis, and therapy and should have a 
definite place in the modern hospital. The practice 
does not belong to anesthesia alone but more particu- 
larly to neurological surgery. However, the anesthe- 
tist may by extensive application and experience 
develop special ability and dexterity in injecting 
nervous tracts in different parts of the body so that 
his assistance to the physician and surgeon is of 
value. During the year there has been established 
a clinic with a definite purpose of employing and 
advancing modern methods for diagnostic and thera- 
peutic nerve blocking. The department of anesthe- 
sia directs this clinic, attends the administrative 
duties, keeps the records, and makes reports. Sur- 
geons and others interested participate in the opera- 
tive procedures 

The first year of a medical division of anesthesia 
in Bellevue Hospital has been primarily one of or- 
ganization. Eventually the department will be in 
active charge, direct and supervise all of the more 
than 17,000 clinical anesthesias conducted within the 
institution each year. This is advised in the interest 
of the patient since it is expected that this service 
from physicians devoting their entire time to the one 
specialty will give improved results. Administration, 
















supervision, teaching, economies, and investigation 
may be simplified when the responsibility is vested in 
a single department. The present staff is insufficient 
to conduct all clinical cases anesthetized. The organi- 
zation should be extended to include all anesthetic 
practices in the hospital. 

The present minimum period for resident train- 
ing has been set at two years and it is inadvisable 
at present to extend this time. The present oppor- 
tunities for hospital graduates in anesthesia to secure 
attractive appointments exceed the supply and it will 
be increasingly difficult to keep a staff for long 
periods of time. With a single visiting anesthetist 
to direct the service, conduct clinical and laboratory 
investigation and maintain a teaching schedule, bet- 
ter results may be expected by making provisions 
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for retaining on the staff at least two additional 
physicians for an extended service. 

Bellevue Hospital has assumed the initiative 
among municipal institutions in establishing an ex- 
tensive medical anesthetic service for patients and the 
profession. The department has entertained visitors 
from this and other countries ; written inquiries have 
been numerous; requests to observe phases of the 
work and be taught some special technique or the use 
of some particular drug are not uncommon. Progress 
during the first year has not been discouraging. 
With the essential cooperation of the other hospital 
departments and with adequate administrative sup- 
port which is indispensable, it is confidently expected 
that the department may be creditably maintained 
and progressively improved. 





Its Indications and Its Limitations 


CHARLES A. DOAN, M.D., and M. M. HARGRAVES, M.D. 


With the Technical Assistance of Olga S. Bierbaum, B.S., and Lucille Kester, R.N. 


The Department of Medical and Surgical Research, College of Medicine, 
Ohio State University 


Svc: VON JAUREGG’S important observa- 
tions, the beneficial effects of fever therapy in 
infectious states where the specific pathogenic organ- 
ism has a thermal death point lower than that for 
mammalian tissue cells has been amply demonstrated 
and confirmed. Under such circumstances the mech- 
anism underlying the therapeutic results is obvious. 
If other pathologic stafes, however, in which the etio- 
logic agent is relatively thermostable, are to be ben- 
efited, some indirect effect or effects must be proven 
to be mediated by the hyperpyrexia, which in turn 
might then assist in the restoration of normal physio- 
logic equilibria. The two most probable and most 
readily appraised immunity reactions which conceiv- 
ably might be influenced by fever temperatures, are, 
first, the more effective mobilization of the cellular 
defense forces of the body, and second, an enhance- 
ment of the humoral, antitoxic-anti-body mechan- 
isms of the body. It is to the scientific study of these 
two phenomena that thermo-therapeutic investigators 
must address themselves at the present time and in 
~ Presented before the Ohio Chapter of the American 
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the immediate future in order to establish on a sound 
basis the broader rationale of fever therapy. 

An interest of many years standing in the cellular 
aspects of defense reactions very naturally directed 
our observations and investigations some four years 
ago toward a study of the effects of heat upon the 
cellular equilibria in animals. Through the interest 
of Professor Dreese’ and with the cooperation of 
Professor Byrne, of the Electrical Engineering Col- 
lege of Ohio State University, a high frequency, 
short wave radiotherm was constructed and installed, 
and an extensive series of studies in rabbits, under 
both physiologic and controlled pathologic condi- 
tions, was undertaken. 


Radiotherm-Induced Fever in Normal and 
Tuberculous 


The hemogram which accompanies and follows the 
febrile state was first established in the radiotherm, 
using normal rabbits as subjects. During the period 
of artificially induced fever (109° to 109.8°) in the 
rabbit there is usually a depression of the total 
white blood count. This leucopenia is due to a 
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marked lymphopenia in all instances, accompanied by 
a neutropenia in the majority of cases. The lowest 
point is usually reached about midway of the 3-hour 
fevering period, to begin a gradual ascent to a post- 
febrile leucocytosis. Five to seven hours after the 
onset of fever the count rises above the pre-fever 
level and goes on to a leucocytosis of between 20,000 
and 30,000 total cells, followed by a gradual return 
to the normal. No evidence has been obtained of 
any permanent unfavorable influence on any normal 
physiologic function following repeated periods of 
fevering. This conclusion is based on many observa- 
tions made on normal animals, including the effects 
of the degree and duration of fever, the influence 
of various anaesthetics in reducing the physiologic 
thermal regulatory resistance to the radiotherm, and 
the importance of mineral and fluid replacements. 

We next turned to certain experimental infections, 
deeming it desirable, wherever possible, to precede 
human therapeutic efforts with objective studies 
under rigidly controlled experimental conditions. In 
both luetic and Neisserian infections, it has been 
proved through in vitro and in vivo experiments that 
these pathogenic agents may be attenuated or de- 
stroyed within the limits of safety of human fever 
temperatures’, 

Among other infections mentioned as_ possibly 
susceptible to the beneficial results of hyperpyrexia 
has been tuberculosis. Duncan and Mariette* re- 
ported the attenuation in vitro of acid fast strains of 
organisms at human fever temperatures. Professor 
W. A. Starin of the Department of Bacteriology, 
however, who has carried on similar studies in co- 
operation with our group has been unable to demon- 
strate either lethal or virulence altering effects of 
temperatures within human fever limits upon any 
acid fast group of pathogenic organisms, studied 
under in vitro conditions. We thereupon undertook 
observations relative to the effects of repeated fever- 
ing in rabbits infected with small intratracheal in- 
oculations of bovine tubercle bacilli* having had a 
considerable experience with this experimental dis- 
ease’ °, These studies resulted in the following con- 
clusions. 


Rabbits with a limited vital capacity in active, well 
advanced pulmonary tuberculosis cannot survive the 
added cardiac and respiratory demands during an 
artificial elevation of temperature to 107°-108° F. 
The marked vasodilitation and hyperventilation in- 
duced by fever, precipitate a more rapid and exten- 
sive dissemination of bacilli and toxic products as 
shown by x-ray and post-mortem studies than occurs 
in those rabbits that are not fevered during the 
course of the disease. This is evidenced by a wider 
distribution of gross tubercles by a prompt reversal 
of the monocyte-lymphocyte ratio in the blood and by 





a greater tendency to hemorrhage. Similar induced 
elevations of temperature at repeated intervals in 
normal non-tuberculous animals produced no signifi- 
cant alteration in the cellular relationships in the 
blood or tissues. The blood changes and the physical 
findings in these experiments suggest a definitely 
harmful effect of fever therapy in rabbits with pri- 
mary tuberculosis of bovine type. On the basis of 
these studies, no human patient with tuberculous 
disease has knowingly been treated with artificial 
fever therapy by our group. In further experiments 
with staphylococcus infection, fever has apparently 
failed to accentuate the development of opsonins or 
complement fixing anti-bodies in the rabbit’. 


Hypertherm Therapy 


Two years ago, through the courtesy of Mr. Ket- 
tering and the kindness of Dr. Walter Simpson of 
the Miami Valley Hospital, Dayton, Ohio, an air 
conditioned fever cabinet, the Kettering Hyper- 
therm, was installed on the Research Service, Uni- 
versity Hospital, making it possible to extend our 
studies of the cellular reactions during artificially 
induced hyperpyrexia to human patients’. 

Some discussion has been occasioned through the 
use by various groups of investigators of different 
methods for inducing fever in patients chosen for 
treatment by hyperthermia. Malaria inoculata, the 
intravenous injection of typhoid-paratyphoid vac- 
cines, various forms of diathermy, both local and 
general, the radiotherm, carbon filament lamps, elec- 
tric blankets and the air conditioned cabinet have 
alike had their respective proponents. The assump- 
tion since Von Jauregg’s early observations has been 
that the height and duration of the fever were the 
only factors of therapeutic significance. In malaria, 
however, and in fever following typhoid vaccine, 
changes are occasioned in the tissues incident to 
these agents, which do not accompany simple fever 
production in the hypertherm cabinet. Our inves- 
tigations have included, therefore, a comparative 
study of the cellular reactions occurring during 
radiotherm, hypertherm, malaria, and vaccine in- 
duced fevers. In certain instances more than one of 
these means, separated by an adequate time interval, 
has been applied successively in the same patient. 
Relatively young, sturdy individuals with syphilis of 
the central nervous system were carefully selected 
for these studies of the basic cellular reactions dur- 
ing fever. Complete quantitative serologic data have 
been accumulated in each case through the gener- 
ous cooperation of Mr. Leo Ey, of the Ohio Board 
of Health Laboratories. 

The studies with hypertherm therapy in human 
disease have been conducted with the greatest con- 
servatism and without serious mishap to date. This 
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may be attributed to the high degree of technical 
proficiency which has been developed in the person- 


nel immediately responsible for the welfare of the 
patients during treatment. It is to be emphasized 
that this method of therapy should be limited at the 
present time to hospital practice only, where every 
facility is available for meeting any emergency which 
might arise. 

Previous studies of the white blood cells* had 
demonstrated the frequent physiologic fluctuations 
which occur and which reflect at times redistribution 
and at times bone marrow delivery phenomena in the 
peripheral circulation. Likewise, the sensitive labil- 
ity of the leucocyte response in disease® and to any 
physiological or chemical disturbance’? has been 
recognized in recent years and repeatedly demon- 
strated. Any study, therefore, of the influence or 
effects of induced hyperpyrexia upon the cellular 
equilibria of the blood must pre-suppose an adequate 
base line of frequently repeated successive observa- 
tions (every 15 to 20 minutes), such counts being 
continued throughout the actual fever episodes and 
as long as any significant qualitative as well as quan- 
titative alterations in the cells remain—a period some- 
times of 24 to 36 hours. The technics employed 
were standardized throughout. Capillary blood from 
a uniformly deep automatic lancet puncture of the 
finger furnished the samples each time except during 
the actual cabinet period, when the ear was used; 
these sources have proved to reflect equally sensi- 


tively significant changes in the cellular concentration 
of the peripheral blood. Supravital and fixed cover 
slip blood films, total white count, total red count, 
and hemoglobin were always taken in the order 
named. Intravenous blood samples were taken at 
less frequent intervals for sedimentation, cell vol- 
ume, and plasma volume (dye method) determina- 
tions. The Wright’s-Giemsa staining technic was 
applied to the fixed blood films for permanent record, 
and all Arneth-Schilling neutrophil and Wiseman 
lymphocyte’! qualitative differential counts were 
made from these preparations. 

In the human subject the preliminary leucopenia 
seen in the rabbit is often absent, with the leucocy- 
tosis starting from the pre-febrile level in 3 to 7 
hours after the induction of fever. The degree of 
leucocytosis varies from individual to individual and 
in the same patient from treatment to treatment. 
The total white count has varied in our experience 
from 10,000 to 60,000. The initial cellular response 
is made up primarily of neutrophilic polymorpho- 
nuclear leucocytes. The most striking thing about 
this early phase of the reaction is the irregularity in 
the curve of total white cells. The increase in cells 
does not progress smoothly and steadily upwards, but 
rather by irregular fluctuations, producing marked 
peaks and depressions which at times reflect as much 
as a 30,000 difference in cell level in a 20 minute 
period. By such tide-like variations, the peak of 
leucocytosis is finally reached. Occasionally there 
are two or three such peaks divided by intervening 
low points. The curve of the total white blood count 
gradually declines in the same manner as it ascended, 
with not infrequently a less marked secondary leuco- 
cyte peak which follows some hours after the origi- 
nal maximum point. Inasmuch as this is largely a 
neutrophilic response, Arneth-Schilling counts were 
carefully made to analyze the findings and interpret 
the results. Taking the index before fevering each 
time as a base line, it was found that there is a “shift 
to the left” as leucocytosis progresses. This is indic- 
ative of an increased bone marrow delivery of granu- 
locytes and not simply the release of cells from re- 
serve depots. As the leucocytosis declines there is a 
gradual shift to the right to the pre-fevering index. 

The lymphocytes early are depressed to a very low 
level (200 to 500 cells) as the fever rises. There is 
rarely an initial lymphocytosis made up of mature 
and older lymphocytes, which then rapidly disappear 
from the blood. Occasionally during fevering there 
are small wave-like reappearances of lymphocytes 
which again promptly subside; these lymphocytes 
are uniformly young cells. The main lymphocytic 
response comes from 10 to 18 hours after the height 
of the fever. This is the last cell type to increase in 
the peripheral blood. These returning cells are in- 
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variably young, many lymphoblasts being scattered 
among young, deeply basophilic lymphocytes. We 
believe that all indications so far point to a destruc- 
tion of lymphocytic elements during hyperpyrexia, 
with a regeneration and delivery of new lymphocytes 
to the peripheral blood in the post-febrile period. 

There is also a depression of the monocyte count 
during the early stages of fever, with a secondary 
monocytosis following about 9 to 12 hours later. 
These cells make their re-appearance usually with 
the decline of the leucocytosis, although there are 
occasional tide-like deliveries when leucocytosis is 
at its peak. The monocytes found after fever are 
very definitely younger cells than those in the circu- 
lation before fever and they make their appearance 
in periodic showers. No marked irritative stimula- 
tion of these cells was noted. 

Having established a febrile hemogram with the 
foregoing characteristics an attempt was made to 
study the effect of duration and height of tempera- 
ture on this cellular reaction. When an individual 
who had a typical hemogram following 5 hours of 
fever at 106° was subjected to 5 hours of fever not 
surpassing 101.4°, but with definite vasodilatation 
and sweating, the hemogram showed only the fluctu- 
ation which one would expect from ordinary tempo- 
ral variations. Another individual, who had had a 
typical hemogram with a 5 hour fevering, when 
given 10 continuous hours of the same type of fever- 
ing showed only a questionable prolongation of the 
period of leucocytosis. The same individual sub- 
jected to a rapid rise in temperature up to 108° F., 
but not sustained, gave a cellular response almost 
identical in degree and duration with that observed 
following 5 hours at 105° F. Repetition of this ex- 
periment in another individual gave similar results. 


Intravenous Typhoid Vaccine 


The febrile hemogram resulting from intravenous 
typhoid vaccine injections is similar to that observed 
with the hypertherm. In this study killed Bacillus 
typhosus organisms suspended in normal saline have 
been used for the induction of the chill and fever, 
the same routine being followed as with the hyper- 
therm studies. The most noteworthy variation is 
the marked leucopenia which develops with the onset 
of the chill and which persists during its course. 
The neutrophilic granulocytes uniformly fall to a 
very low level, giving a total count of between 2,500 
and 4,000, while the monocytes completely disappear 
from the circulation and persistently are absent for 
from 3 to 7 or 8 hours. The granulocytes, however. 
rapidly return to the peripheral circulation with the 
passing of the chill and climb to a leucocytic peak 
which is in all respects comparable to other febrile 
hemograms. When these neutrophils are studied 


with the Arneth differential we find that there is a 
moderate shift to the left which, as time goes on, 
becomes more and more apparent. The “shift to 
the left” in this hemogram is far more pronounced 
than that seen in the hypertherm induced reaction 
and with each new influx of cells it becomes more 
marked. The monocytes upon return to the circula- 
tion are young and moderately stimulated, and the 
stimulation of these cells, as shown by the formation 
of neutral red stained vacuoles in their cytoplasm, is 
more marked than that seen in the hypertherm in- 
duced monocytosis. The fluctuations and qualitative 
changes in the lymphocytes are not unlike those ob- 
served following hypertherm lymphocytosis. 
Studies were made with this type of fever induc- 
tion to determine the effect on the hemogram of 
variations in temperature range and number of or- 
ganisms injected, and there seemed to be no correla- 
tion with either. A temperature of 100.4° induced 
by fifty million organisms was accompanied by as 
high a total white count as followed a temperature 
of 105° with fifty million organisms. The persist- 
ence of the leucocytosis with the higher temperature 
was a little longer than that with the lower temper- 
ature, as it was in the hypertherm experiment. 


Malaria Inoculata 


The hemogram produced by malaria is distinc- 
tive. The most noticeable thing is the fall in total 
white count during the incubation period to give a 
patient, who before inoculation, had carried a high 
normal count, a very marked leucopenia. The poly- 
morphonuclear leucocytes are markedly shifted to the 
left with the majority of cells being one-lobed, while 
occasional metamyelocytes and myelocytes C are en- 
countered. The leucocytosis induced by the hyper- 
pyrexia following a chill, is comparatively small, 
seldom going over 15,000 in a patient who had pre- 
viously, and who subsequently, gave a leucocytosis 
of 40,000 to 60,000 with the hypertherm. The lymph- 
ocytes follow the same general trend as in other 
febrile hemograms with the exception that lympho- 
blasts are more numerous and extremely young 
lymphocytes dominate in the secondary lymphocy- 
tosis which follows each fever period. The mono- 
cytes are most strikingly altered in their qualitative 
characteristics. They return to the circulation to 
make at times 30 per cent to 40 per cent of the total 
count and are extremely young and markedly stimu- 
lated. The entire age range for this cell type can be 
seen, from monoblasts to mature monocytes, and the 
cells vary in size markedly, the majority being much 
larger than those normally seen in the peripheral 
blood. The vacuolization is not that of the rosette 
formation as seen in the epitheloid type of mono- 
cyte, but is rather a diffuse scattering of enlarging 















vacuoles throughout the increased quantity of cyto- 
plasm. There is a marked diminution of lympho- 
cytes and monocytes during the chill and resultant 
leucopenia. During the period of monocytosis there 
also appears in the peripheral blood an abnormal 
number of actively phagocytic clasmatocytes. They 
have been seen in some counts as high as 7 per cent 
and 8 per cent, and this has been observed in no 
febrile hemogram induced by agents other than 
malaria. 


Bone Marrow Biopsy Studies 

Serial sternal bone marrow biopsies were done on 
one patient who was subjected first to hypertherm 
fevering and then after an adequate rest period was 
inoculated with malaria. The first biopsy was-done 
before any therapy and during a period of observa- 
tion. It showed a normal bone marrow picture by 
actual differential count of cells in supravital prepa- 
rations. The second biopsy was done over a month 
later at the completion of the patient’s third hyper- 
therm treatment, just after removal from the cabinet. 
The differential marrow count at this time was prac- 
tically identical with that of the first. The third 
biopsy was done after the completion of eight ma- 
larial paroxysms, and there was a striking difference 
in the marrow picture A marked “shift to the left” 
in the myeloid elements was shown by a significant 
increase in the myelocytes B and myelocytes A at the 


expense of the normally dominant myelocytes C. 
There was also a “shift to the left” in the erythroid 


elements. The appearance of plasma cells and a 
marked increase in highly phagocytic clasmatocytes 
were outstanding. 

In summary we may say that there is a rather 
cofisistent cytologic response to fever and that the 
majority of the cells making up the concomitant leu- 
cocytosis are polymorphonuclear neutrophils deliv- 
ered by the bone marrow as shown by their increas- 
ing youth. This part of the reaction may well be 
non-specific and is by no means necessarily the most 
important from the standpoint of the fundamental 
defenses of the body. There is probably a destruc- 
tion of lymphocytes by the hyperpyrexia or by some 
associated phenomenon as attested by the re- 
turn to the circulation, after a prolonged lympho- 
penia, of very young cells. There is probably some 
destruction or redistribution of monocytes as - is 
shown by a delayed monocytosis made up primarily 
of younger forms. Malaria and typhoid differ from 
hypertherm induced hemograms by the marked leu- 
copenia observed during the chill, by the disappear- 
ance of the monocytes from the circulation in ty- 
phoid, by the marked stimulation of the monocyte in 
malaria and its moderate stimulation with typhoid. 
The “shift to the left” in the neutrophilic granulo- 
cytes in malaria is outstanding and the appearance of 


clasmatocytes in the peripheral blood has been ob- 
served with no other type of fever study. 


The significance of the cellular changes described 
remains to be appraised in terms of serologic and 
clinical data being accumulated. If the free cells of 
blood and tissues play any réle of importance in the 
beneficial therapeutic results in fever therapy it is 
clear that the various methods of accomplishing this 
end must be carefully scrutinized and evaluated in 
terms of these reactions. Only as the iundamental 
mechanism underlying each diseased state is deter- 
mined, and the influence of fever on the various 
physiologic and pathologic functions of the body is 
established, may we hope to know more fully the 
uses and the limitations of fever therapy in human 
disease. 
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OHIO HOSPITALS AND THE WORKMAN’S COMPENSATION LAW 


R. J. SECREST, M.D. 


Assistant Supervisor of the Medical Division, Industrial Commission of Ohio 


y V HILE I HAVE BEEN in close contact with 


the medical profession for the past eight years, and 
I am thoroughly familiar with their compensation 
problems, I have NOT been in close contact with 
the hospitals. It is obvious, however, that many of 
the same problems that confront the physician like- 
wise confront you as hospital men and women. These 
problems can only be solved by the cooperation of 
the parties concerned in workmen’s compensation, 
viz: the employer, the employee, the physician, and 
the hospital personnel men. I am informed by re- 
liable sources that many times in minor, and some- 
times major injuries, the patient is admitted to the 
hospital by the attending physician, remains a normal 
period of time, and is discharged before the hospital 
receives a claim number. I can see how collection on 
your fees on such a claim might be exceedingly diffi- 
cult, especially since you have no number to identify 
it and no specific authority for hospitalization from 
the Commission. Why didn’t the hospital receive 
the claim number promptly, with proper authoriza- 
tion for their service? Why was there such an ap- 
parent unjust delay? There are many factors to 
account for the delay, but I believe that a survey, 
or rather a cross section of one-half a working day 
at the Commission will reveal some startling facts 
relative to this question. Normally, about eight 
hundred claims are filed daily. Here is the result 
of an actual study of four hundred new claims filed 
with the Commission: 

Of the four hundred claims filed (one-half work- 
ing day) eighty-five claims were returned, which, 
of course, would mean approximately one hundred 
seventy are returned daily. The following reasons 
are given for the return of the eighty-five: 


3—No date of injury 
8—No date when claimant quit work 
3—No accident described 
5—No signature of claimant 
3—No physician’s report 
10—No physicians estimate as to the period of 
disability 
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13—Employer’s certificate improperly filled out 
20—No wage statements were filed on which to 
base compensation 


20—Wrong forms were filed 


Where the Responsibility for Delay Rests 


You can readily see the reason for delay in this 
particular series of cases, and I am informed that 
they were regular run of the mine cases so to speak. 
The responsibility here rests entirely on the shoulders 
of the employer, the claimant, or the attending physi- 
cian. I realize that these parties are not under your 
control nor that of the Commission, but you can help 
by urging the physician, employer, and claimant to 
exercise care in filling out his application for com- 
pensation; to answer all questions fully; to have it 
properly certified by the employer and filed with 
the Commission promptly. If all claims filed were 
bona fide, it is obvious that these precautions I have 
set forth above would end practically all your trouble, 
as far as prompt payment is concerned, but un- 
fortunately many ridiculous and fraudulent claims 
are filed and a prompt YES or NO is not possible 
by the medical department, legal department, or the 
Commission. Time does not permit a detailed dis- 
cussion of the many perplexing legal and medical 
problems that confront the Commission. New prob- 
lems arise daily, and many times a definite YES or 
NO is not possible until such a claim is carried to 
the Supreme Court and a decision rendered. Such 
a procedure takes many weeks or months. Obviously 
such delays cannot be eliminated under the present 
law. 


The Industrial Commission Administers the Law 


Bear in mind that the Commission must pay com- 
pensation hospital and medical expenses in the 
manner specified by the Workmen’s Compensation 
Law, and at times, even if a claim is approved medi- 
cally, it is disallowed on legal grounds. In this con- 
nection I wish to discuss briefly a Supreme Court 
decision, which defines a compensable injury. I refer 













to what is known as the King Case. A foundryman 
was engaged in shoveling sand, and developed a sud- 
den acute pain in his back and thought he had sus- 
tained an injury. This case was carried to the Su- 
preme Court and they ruled: 

“Where a man is performing his work in the 
usual manner and something occurs to him which 
might be described from the inside out, rather than 
violence applied from without, he does not have a 
compensable injury. It is not an injury as is con- 
templated by the Workmen’s Compensation Law.” 

Another example is what is known as the Craw- 
ford Case. A man was assisting in carrying a mat- 
tress up a winding stairway and, as you know, such 
type of work would be strenuous. He suffered from 
organic heart disease, and the effort in carrying the 
mattress threw too much of a load on a weakened 
heart and he collapsed and died. The case was car- 
ried to the Supreme Court, and they held that what 
is too heavy for one man in industry, or too strenu- 
ous, may not be too strenuous or too heavy for the 
man next to him, and because of the fact that this 
one man has this weakened condition and collapses 
under the strain of his employment, it does not fol- 
low that he has a compensable injury, and the case 
was found to be non-compensable. 


What Constitutes a Compensable Injury 


A compensable injury must be an unusual happen- 
ing. For instance, if a man is performing his regular 
work, no matter how heavy a nature it might be, and 
develops a hernia, or aggravates an old arthritis, such 
a claimant did not sustain an injury within the mean- 
ing of the act, and such a claim will not be allowed. 
But let us assume that he was lifting a 100-pound 
bearing, which was part of his work; that his foot 
slipped ; that he suffered immediate pain—let us as- 
sume that a physical examination revealed an active 
arthritis, which was quiescent prior to the alleged 
injury. Would such a claim be compensable? The 
answer is YES, because there was an unusual hap- 
pening in this particular case, a slip, and from all 
the available facts was sufficient to aggravate a 
quiescent diseased condition to such an extent as to 
render it active and disabling. In such a case the 
Commission is responsible for the period of disabil- 
ity incident to the arthritis, and for the treatment of 
it, as we cannot determine, or rather do not have the 
right to say when the effects of the injury cease and 
the effects are due to disease alone. 

You can see, because of various Supreme Court 
decisions, that the Commission does allow many cases 
of arthritis, and pay compensation and pay for treat- 
ment. You can see now, I hope, why many claims 
are disallowed. Some sustain injuries within the 
meaning of the Workmen’s Compensation Act; 





others aggravate old diseased processes while per- 
forming their regular duties. As it has been said, 
“We are responsible for tear and whatever its effects 
may be, but we are NOT responsible for wear.” 


Another class of claims that cause much confusion 
are the so-called occupational disease group. Are all 
occupational diseases compensable? The answer is 
NO. Only those cases are compensable as are 
listed in the Workmen’s Compensation Law. The 
law reads: “The following diseases shall be con- 
sidered occupational diseases, and compensable as 
such when contracted by the employee in the course 
of his employment in which such employee was en- 
gaged at any time within twelve months previous 
to the date of his disablement, and due to the nature 
of any process described herein.” I do not believe 
it would be of interest to discuss the various types of 
occupational diseases at this time. A schedule is 
available which lists twenty-one distinct types of 
occupational diseases that are compensable. Silicosis 
and anthracosis are not included in this list. They 
are therefore not compensable under the present law 
and such claims of course cannot be allowed by the 
Commission. 


I would like to make it quite clear that the Com- 
mission does not have anything to do with formulat- 
ing the law, but they are governed by it. 


The Non-Complying Employer 





Section 27 is the title we give to claims that are 
filed against a non-complying employer. This simply 
means that they DID NOT have coverage at the 
time of the injury. Therefore when such an injury 
arises, the claimant has a right to elect to either sue 
the employer or to file a claim with the Industrial 
Commission. They usually file with the Commission 
for the reason that they find it difficult to recover 
from such employer. This type of claim is judged on 
its merits like any other claim, and if allowed by the 
Commission they cannot pay it until they sue the 
employer and pursue the matter to final judgment 
against the employer. If they do not recover, and 
they find the employer bankrupt, then they can, and 
do, pay the claim from the surplus fund. This pro- 
cedure requires time and detail, and obviously long 
delay in payment, which is unavoidable, the average 
delay amounting to about two years. 

I have attempted to point out to you the trouble- 
some types of claims that confront the Commission. 
I hope I have demonstrated why some claims are 
disallowed, and why some similar claims are found 
to be compensable. I believe that if I had any con- 
nection with a hospital that handled a fair volume 
of industrial work, I would inquire carefully into 
the nature and circumstances surrounding a so-called 
compensable injury. I realize that many of the facts 
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governing the compensability of a claim are not avail- 
able to you, but I would attempt to judge my claims 
upon the available information, with particular refer- 
ence to the following: 


Rules for Hospitals to Follow 


1. Be sure that the claimant sustained an accident 
injury arising out of and during the course of 
his employment. (Injuries sustained going to and 
from work are not compensable. ) 


2. Urge the attending physician, the claimant and 
the employer to furnish all the facts relative to 
the accident. Fill out the original application in 
detail ; answer all questions ; have the claim prop- 
erly certified, and file promptly. 


3. Know your schedule of occupational diseases. If 
the diagnosis of the attending physician is correct 
in such cases, and included in the schedule, it IS 
compensable. 


4. In all cases involving an underlying diseased 
process, inquire carefully into the nature of the 
injury. Remember there must be an unusual 
happening. The symptoms must arise immedi- 
ately or within a relatively short period of time 
following the injury; they must persist; they 
must not have been present prior to the injury. 


5. All Section 27 claims do not expect prompt pay- 
ments, for it is impossible under the present 
procedure. 


Doubtful Claims 


In view of what I have said relative to doubtful 
claims, you may have gained the impression that 
practically all of the claims handled by the Commis- 
sion are of a doubtful nature. However, only about 
four to five per cent are questionable and many of 
them are eventually allowed. According to Mr. 
Zurmehly of the Attorney General’s Office, only one- 
four-hundredth of one per cent of all claims filed are 
carried to court. Ninety-two per cent of all claims 
are adjudicated within ten to twenty days of the date 
they are filed. The delays incident to the adjustment 
of the other eight per cent fall largely under the 
classes of cases I have discussed today. We feel 
that under the present troublesome industrial condi- 
tions, and in view of the dark period through which 
the Commission has just passed, that a ninety-two 
per cent allowance within a relatively short period 
of time is a record entitled to some praise. 


This record has been made possible as the result of 
long and faithful hours of service of good employees, 
who have been forced to work under rather adverse 
conditions. The medical department in particular, I 
can say from first hand information, has been under- 








manned, poorly equipped, and crowded into small 
quarters. 


At present we are engaged in a process of reor- 
ganization. Thanks to the efforts of the Governor, 
his economy committee and the Commission, we 
have been allotted about 7,000 square feet of floor 
space in the State Office Building. This is adequate 
to meet our present and future needs. New equip- 
ment is being provided, and new personnel is prom- 
ised. 


We are optimistic about the future, and feel that 
more accurate and rapid adjustment on a medical 
basis will be possible than in the past. We know 
that, while we have our faults, the good we have 
done overshadows them. 


The Commission pays out annually from 
$15,000,000 to $17,000,000 in compensation, medical 
and hospital expenses. During the year 1934 medi- 
cal and hospital expenses amounted to $3,300,000. 


During the last two weeks of December, 1935, 
employees in all departments worked many hours 
overtime in order to send Christmas checks to injured 
claimants. In many cases compensation was ex- 
tended without medical proof in order to make this 
possible. A few days just prior to Christmas 57,550 
warrants, totaling $1,318,000.18, were mailed. Among 
the so-called pensioners, which class includes widows, 
orphans, etc., checks totaling $236,942.52, which were 
otherwise due on December 30, 1935, were mailed. 
All warrants were in the hands of the pensioners 
before Christmas day. 


In this discussion we hope we have been able to 
explain a few of the perplexing cases, which no doubt 
are quite annoying to you. We trust that it will aid 
you in classifying your claims, and we invite you to 
call at our office with your troubles or to talk policy 
at any time. 


ae 


Receives Foley Scholarship 


At the annual banquet of the Iowa Hospital Asso- 
ciation, the Matthew O. Foley Scholarship, estab- 
lished by the Association, was presented to T. P. 
Sharpnack, assistant superintendent, Broadlawns 
Hospital, Des Moines. This award is given annu- 
ally in recognition of outstanding service rendered to 
the State Association, and consists of a scholarship 
at the annual Institute for Hospital Administrators 
conducted by the American Hospital Association. 
The annual address at the banquet was given by Dr. 
Claude W. Munger, president-elect of the American 
Hospital Association, on “The Community Hospital 
as an Essential Agency in the Field of Public Wel- 
fare.” 














Occupational Therapy in a General Hospital 





MERRELL L. STOUT, M.D. 


Assistant Superintendent, University Hospital, University of Maryland, Baltimore, Maryland 


ae THERAPY is belatedly enough 
coming into its own in connection with general hospi- 
tals. While the value of occupational therapy has been 
recognized for many years in connection with psy- 
chiatric work, it has only recently been recognized 
as a logical stepping stone in orthopedic and surgical 
cases. It bridges the gap between the passive stimu- 
lation of physiotherapy and the pure vocational 
school whose purpose is only to teach the maimed 
and the crippled a new trade. 


Our Three-Fold Obiectives 


The objectives of an occupational therapy depart- 
ment in a general hospital are threefold. First the 
department will continue the work of the physio- 
therapist and masseur in developing, now by active 
instead of passive exercise, various groups of muscles 
or joints abnormal as the result of disease or injury. 
Secondly, such a department will be of great help to 
the otherwise active and healthy patient who has 
become temporarily bedridden following an accident 
or operation—by giving such a patient something to 
do with his hands, thereby helping to make the con- 
valescence less boring and tedious. Finally, the occu- 
pational therapist, in conjunction with the physician 
in charge of the case, has an excellent opportunity 
to observe the interests and abilities of various pa- 
tients, and the chance to guide these individuals 
toward appropriate vocational schools for further 
training, should their disabilities be of a permanent 
nature. 


The Work of the Junior League 


It was, therefore, with great pleasure that early 
this year the University Hospital accepted the kind 
offer of the Junior League of Baltimore to furnish 
it with a trained occupational therapist, and to equip 
space in its dispensary building, which it had been 
found possible to allocate to this service. 

Financially, the Junior League and the hospital 
are attempting to share the burden of this enterprise. 
As mentioned above, the cost of original equipment 
and the salary of the directress are paid by the Junior 
League. The hospital, on the other hand, supplies 
the necessary space, pays for light and heat and sup- 
plies on requisition from the directress the materials 
used by patients in the course of their treatment. 





A nominal charge of twenty-five cents per visit is 
made to those patients who can afford this, which 
fees are retained by the hospital. We have been for- 
tunate in obtaining the cooperation of physicians con- 
nected with several insurance companies in the city. 
These men have appreciated the value of occupa- 
tional therapy and have sent us a number of com- 
pensation cases, which materially aid the dispensary 
income. 

The actual articles completed by the patients such 
as rugs, baskets, chairs, book-ends, and so forth, are 
turned back to the Junior League, and are sold for 
charitable purposes by this organization. 


Our Department Set-Up 


The resulting occupational therapy department 
consists of several cheerfully painted and well-lighted 
rooms on the second floor of the dispensary building, 
easily accessible to the main elevator. To the left 
of the main entrance is found the administration 
office, where special records are kept, patients are 
interviewed, and appointments are made. Looking 
about the main workroom one sees many cupboards 
and shelves where tools and supplies are stored, as 
well as the incompleted and completed work of the 
patients. 

The main workroom has an east and west expo- 
sure, thus insuring the admission of any sunlight 
available both morning and afternoon. This room is 
equipped with sewing machines, two looms, a bicycle 





Main Work Room 
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Development of Weakened Shoulder Muscles 


type band saw, carpentry tools, work tables, and 
benches as well as with lower tables and chairs for 
basket weaving, sewing, modeling, and other more 
sedentary occupations. In back of this main room 
is a large tiled workroom used for painting, prepara- 
tion, and soaking of basket reeds and the like. Ample 
lavatory facilities are available adjoining this room. 
There are besides two large storage rooms for inci- 
dental material and supplies. 

Patients who it is thought would benefit by occu- 
pational therapy are referred from the hospital or 
other departments of the dispensary in the usual 
manner. Acceptance of these patients for treatment 
is ultimately in the hands of a committee, consisting 
of the heads of the departments of orthopedics, neu- 
rology, and psychiatry. The directress of the depart- 
ment of occupational therapy, in consultation with 
these three men, then prescribes what she considers 
to be the appropriate type of exercise for each indi- 
vidual. A course of treatment is then arranged and 
the patient returns to the department three times a 
week. Daily visits were found to be impracticable 
because of the necessity in our part of the world of 
segregating the white and colored patients. 

Patients are sent back to the referring clinics at 
frequent intervals for re-examinations. With the 
patients at these times are sent reports describing 
changes in muscle tone, measurement changes in 
various limbs, changes in the amount of joint mobil- 
ity in the orthopedic cases and a description of the 
amount and quality of work done. In psychiatric 
cases, of course, careful observation is made of the 
patient’s general condition and his reaction to his 
surroundings. The referring physician is always 





asked for suggestions as to any changes in type or 
amount of exercise, and the treatment: is carried to 
its logical conclusion. 


Our Volunteer Workers 


It is hard to describe how fortunate we have been 
in obtaining the services of a group of volunteer 
workers who, under the close supervision of the di- 
rectress, watch, help, and encourage the patients in 
their appointed tasks. It is surprising and gratifying 
to see what great assistance these volunteers are. 
As they move among the patients giving a helping 
hand here to a weakened forearm working on a par- 
ticularly stubborn bit of wood or giving an encour- 
aging smile to a depressed patient who is neglecting 
his basket weaving to sit worrying about his difficul- 
ties, the work picks up and the patients continue, 
grateful for the friendly encouragement without 
which the job at hand would fast become a dull 
burden. 

At the present time we are only able to work with 
definitely ambulatory or “out” patients. We are 
looking forward, however, to a time in the near 
future when this service can be extended to “in” 
patients as well, and the worker may carry her ma- 
terials to the bedside of the patient still on the ward. 
In this way the patient will receive the full benefits 
of a type of therapy which has been definitely proven 
of great value. 
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Pediatric Service in General Hospitals 


FRED MOORE, M.D. 


Des Moines, Iowa 


i x HERE ARE ABOUT 4000 general hospitals in 
this country (1934 report). According to the report 
of the White House Conference of several years 
ago (The Committee on Medical Care for Children) 
more than half of these general hospitals have less 
than fifty beds, and 75 per cent of them have less 
than one hundred beds. In 1834 The American 
Academy of Pediatrics made a national survey of the 
services for infants and children in the general hos- 
pitals. 


The purpose of the survey was two fold: first, to 
stimulate interest in and promote better care of sick 
children ; second, to get a comprehensive picture of 
the services offered. The survey included number of 
bassinets in maternity services, number of beds for 
sick children, organization and responsibilities of 
attending staff, instructional value of pediatric intern- 
ship, nursing services, qualification of medical and 
nursing personnel, services for new born, social 
service, diet kitchens for pediatric services, educa- 
tional and recreational facilities for convalescent 
children in their hospitals, admissions, mortality rate, 
autopsies, etc. The survey was largely by question- 
naire method. 


The individual capacity of general hospitals listed 
by the Council on Medical Education and Hospitals 
varies from a half dozen upward. The number of 
bassinets ranged down to zero. Obviously an arbi- 
trary base had to be chosen for purpose of survey. 
Only those hospitals reporting twenty-four or more 
beds and bassinets were included in this study. On 
this basis 5.8 per cent of all general hospitals had 
pediatric services of sufficient size to be included in 
this report. The results of this review were reported 
in the Bulletin of the American Hospital Association 
of July, 1935. The geographical division by states 
as follows: Eastern, Southern, Midwest and West- 
ern, Far Western. The influence of concentration 
of wealth and of density of population is well shown. 
The Eastern States with 36,500,000 population re- 
ported 6835 beds and 5749 bassinets. The Midwest- 
ern group with two million more population reported 
2707) 40 per cent as many beds and (1697) 30 per 
cent as many bassinets. The Southern group with 
only a million less population than the Eastern had 
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(1162) 17 per cent as many beds (Cf c 6835 in East) 
and (601) 10 per cent as many bassinets (Cf c 601 in 
East). It is interesting to note that the Far Western 
states (most of these beds are in California) provide, 
relatively more beds for sick children than for new 
born. In proportion to population the facilities of 
the Far Western group are about the same as in the 
Midwest. Although this population is about 29 per 
cent of the Southern group these accommodations 
are almost equal to those in the South. The prime 
determining factors appear to be density of popula- 
tion, concentration of wealth, and interest in medical 
education. It is but natural that medical schools 
should stimulate interest in hospital care. There are 
77 medical schools listed by the Council of Education. 
Thirty-five of these are located in that area north 
of the Ohio River and east of the Mississippi. This 
area has the great majority of accommodation for 
children of the country. The Mid-western group in- 
cludes ten states. In these ten states there are sixty- 
five general hospitals with pediatric services of twen- 
ty-four or more beds. Five of these states are east of 
the Mississippi and north of the Ohio. These five 
states have forty-six of the sixty-five hospitals with 
more than twenty-four beds in the midwest area. 
Ohio alone has twenty of the sixty-five ; almost one- 
third of the total in the north central states between 
the Alleghanies and Rockies. 


Intern Training in Pediatrics 


While conclusions are not specific it was my feeling 
from a study of the report that the facts gathered 
were more complimentary to the standards of nurs- 
ing maintained than to the standards of internship 
training. With reference to the latter the East is 


doing a better job than any other area. Another 
distinctive feature of the East is the high percentage 
of new born services under supervision of the pedi- 
atric department. This reflects the influence of med- 
ical schools and endowment. This supervision has 
provided favorable comment in practically all in- 
stances in which it has been adopted. “When one 
examines the new born death rate percentage for 
each region particularly for individual hospitals it 
becomes apparent that many new born departments 
have records in this respect of which they cannot 
be very proud.” 
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Eleven per cent of these hospitals reported that 
their head pediatric nurse had not had special pedi- 
atric training. Twenty per cent of those who had 
special training have had less than six months of it. 
Seventeen per cent did not reply. The committee 
making the survey held that nurses in charge of 
pediatrics departments should have at least six 
months of pediatric services. 

Great deficiency was reported in social service de- 
partments. A bright spot was found in the posses- 
sion of special diet kitchens for pediatrics in eighty- 
four per cent of these general hospitals. Recreation 
for convalescent children was reported in fifty-seven 
per cent of these hospitals. 


Cooperation Between the Pediatric 
and Obstetrical Services 

Death rates were considered to be misleading if 
used as a measure of hospital efficiency but death 
rate in the newborn was regarded as an index of 
efficient cooperation between pediatrics and obstetri- 
cal services. Autopsy figures were considered as apt 
to reflect the spirit of serious research and scientific 
efficient medical care associated with an institution. 
The average new born and children’s necropsy per- 
centage for the United States is 33 per cent. This 
is only half the percentage achieved by children’s hos- 
pitals in this country. In general one may say from 
this survey that the general hospitals of the Eastern 
group of states are the best equipped and do the best 
job of caring for sick children—as compared with 
general hespitals in other areas. The sick children 
in the South have the poorest chance., The North 
Central states and the Far western are about on a 
par with each other and stand between the East and 
South. 


The Need for Increased Pediatric Service 
in Iowa Hospitals 


What is the situation in Iowa? I doubt if any- 
one has sufficient knowledge to make a statement. 
In the survey just referred to no reports were in- 
cluded from Iowa. One not familiar with the state 
would conclude that no general hospital in Iowa has 
a total of twenty-four beds and bassinets. That, 
of course, would be in error. The Council list 
of registered hospitals for 1934 showed 167 hos- 
pitals, sanatoriums and related institutions in Iowa 
with a total of 19,562 beds. Deducting the insti- 
tutions for nervous, mental, tuberculous there are 
about 135 registered general hospitals with a ca- 
pacity of about 10,000 beds. Of this group 123 
report a total of about 1250 bassinets. Only three 
reported more than twenty-four bassinets. Thev 
were the University Hospital, The Salvation Army 
Home in: Des Moines, and the Iowa Methodist 
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Hospital. Nine reported between twenty and 
twenty-four bassinets. Forty-four reported less 
than ten bassinets each. On this basis I venture 
to assert that the accommodations for sick children 
in Iowa are entirely inadequate and out of all pro- 
portion to the number of sick children and their 
need for appropriate care. Approximately one-sixth 
of the population of Iowa is under twelve years of 
age. Thus if children occupied sick beds in propor- 
tion to population 1600 of the 10,000 beds in gen- 
eral hospitals would be required for them. Fortunate- 
ly their requirements do not demand so much. Still 
with the relatively high mortality in early life it is 
equally obvious that appropriate hospital facilities 
for children in Iowa are inadequate and far below 
the actual need. If you are in doubt study the ad- 
missions of children to those hospitals that have 
pediatric services and note the large number of 
deaths that occur within two days after admission. 
Generally these patients have been cared for after 
a fashion at home and rushed into the hospital after 
the shadow of death is upon them. They are directly 
comparable to the patients with acute appendicitis 
who have been dosed with castor oil and brought to 
the hospital after peritonitis is well established. A 
study of mortality records in Iowa serves to confirm 
my statement that in Iowa more sick children need 
hospital care. This group under twelve years of 
age which comprise about 16 per cent of the popula- 
tion provided 13.1 per cent of the total mortality in 
Iowa in 1935. The total number of deaths reported 
was 26,372; nineteen hundred seventy-two (1,972) 
of these were under twelve years of age; eighteen 
hundred thirty (1,830) were under ten years of age. 
This number is not approached in subsequent decades 
until the fifth is reached. The number of deaths 
between ages of forty to fifty was 1,846 as compared 
with 1,830 under ten years and 1,972 under twelve 
years. 
Deaths in Iowa in 1935 
Total 26,372 
0-12 years, 1,972—13.1 per cent 
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The. number of deaths in children under twelve 










years of age is equal to all those of the second and 
third decades plus 26 per cent of the fourth decades. 


Educating the Parents in Better Care 
for Sick Children 

This is a challenge to the general hospitals in 
Iowa. Can this death rate be lowered by giving sick 
children better care? In my judgment the answer 
is “Yes.” How can this be accomplished? It can 
be done by teaching young parents that your hospi- 
tals can give their sick children better care than they 
can give in their own homes. Do you believe in 
yourselves and your hospitals? If you do you can 
educate parents in this respect just as you have 
educated them to avoid peritonitis by seeking appro- 
priate hospital treatment for appendicitis. If you 
do not believe in yourselves and your hospitals then 
you cannot educate them and your hospital will too 
often continue to serve as a station of last resort 
in a vale of tears. 

What are the essential considerations for pediatrics 
in a general hospital? The foremost are an inter- 
ested personnel and space allotted to children. The 
personnel should be trained but they must be inter- 
ested first. You can’t train them if they are not 
interested. If they are genuinely interested they will 
acquire training in various ways. Bear in mind 
that efficiency is not necessarily acquired by diplo- 
mas won and time served in post graduate work. 
Hospital personnel with interest, intelligence, sym- 
pathy, and desire to serve can scale heights beyond 
expectation. The spirit of a hospital can overcome 
many deficiencies in physical equipment. 

It so happens that many children belong to young 
parents and that young parents frequently do not 
have the funds to meet expenses of illness. Every 
hospital has to meet this problem and must have its 
social service personnel to solve it. The “social 
service personnel” may not be known by this name. 
In fact this function may reside in the same soul 
who acts as overseer of the hospital and all of its 
activities. Some one must exercise this function 
and it is often well done even though he may not 
have his Ph.D. with his major in sociology and his 
minor in economics. To meet this problem the hos- 
pital must help to make the community aware of the 
needs of sick children and the hospital’s ability to 
meet those needs. 


Arrangements for the Child Patient 

Space for children need not be extensive nor elab- 
orate. Sunshine, cleanliness, and ventilation and a 
few glass partitions are essential. Within physical 
limitations the more children you have as patients 
the easier they are to care for, they are very adapta- 
ble. I often say to parents that we have little or no 
trouble keeping the children happy but that’ we are 


sometimes taxed to our wit’s ends to keep the parents 
happy. 

Separation of children from parents is essential 
to satisfactory care. A little demonstration con- 
vinces most parents that his child is a reasonable, 
rational, and superior human being and he is proud 
of his child’s ability to adjust himself to new sur- 
roundings. In this connection I am tempted to in- 
clude a peep room for parents as a desirable build- 
ing arrangement. If parents could have access to 
such a place and see their children from a dark room 
parents would have a much better understanding of 
child psychology. Last evening your speaker em- 
phasized the hospital as a source of health educa- 
tion. I want to take this opportunity to praise the 
children’s ward in the hospital as a demonstration 
center for parents in child psychology, mental health, 
mental hygiene, child behavior, psychiatry, applied 
psychology, or what have you. I am convinced that 
many parents have learned more about child behavior 
in a week’s hospital experience than they had pre- 
viously gained in a life time. Most parents have con- 
siderable capacity to learn in this respect. Their 
failure to appreciate the situation is likely to reflect 
upon the personnel in charge of the service. 

A large department is not necessary to start a 
pediatric service. It is better to have demand for 
the service that is available than to have space that 
goes a begging. 

The need of hospital care for sick children in lowa 
may be less apparent than in other areas hecause 
we have not large cities or slums but it is present 
and in acute degree many times. The death rate of 
last year, approximately 2,000 children under twelve 
years of age, speaks for itself. Obviously our sick 
children must be cared for in your general hospitals. 
It is a challenge for the community. For the hos- 
pital that is willing and eager to meet the problem 
there is a rich reward of service and satisfaction. 


— 


Hospital Construction Costs in China 


Henry V. Lacy, superintendent of the Foochow 
Christian Union Hospital, Foochow, China, advises 
that they have let the contracts for their new hospital 
building, the Willis F. Pierce Memorial Hospital. 
Construction is progressing rapidly; the foundation 
work is about complete, and the masonry and car- 
pentry have been started. The building will accom- 
modate one hundred twenty beds, in addition to the 
bassinets, and will be fireproof, the first of its kind 
in Foochow. 

The total cost of building, exclusive of any equip- 
ment, will be in the neighborhood of $65,000, or 
$550 per bed. 
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Planning the New University Hospital 


and Medical School in Jerusalem 


J. J. GOLUB, M.D.* 
Director, Hospital for Joint Diseases, New York, N. Y. 


ye OPPORTUNITY TO GIVE free expression 
to the cultural and philanthropic stirrings in Jewish 
life in new Palestine is being adequately provided 
now on a larger scale than has ever been the expe- 
rience of Jews with any single undertaking. The 
Hadassah and the Hebrew University are erecting 
a new Medical Center in Jerusalem. The Hadassah 
and the American Jewish Physicians’ Committee in 
New York have obtained land, are raising the funds, 
and have drawn plans for this new Medical Center 
that will equal, in standards of medical care and 
possibilities in medical education and research, the 
best of such institutions in America and Europe. 
The Medical Center will be built on Mount Scopus, 
Jerusalem, alongside the campus of the Hebrew 
University, and will consist of six buildings, namely : 


(a) Main hospital building for the care of the 
sick, of about 260 beds 

(b) Maternity building 

(c) Professional and administrative building for 
the x-ray and radium institute, operating 
rooms, and the general administration 

(d) Out-patient department for ambulatory pa- 
tients 

(e) Henrietta Szold School of Nursing 

(f) Nathan Ratnoff Medical School building 


The group of buildings will be known under the 
name of “Rothschild-Hadassah-University Hospital 
and the Medical School.” 


Wherever Jews live in large numbers, one often 
hears questions as to whether Jewish health agencies 
supported by Jews and serving Jews are needed; 
as to whether a medical school under Jewish auspices 
should be established. In so far as these questions 
concern Palestine they have been answered clearly 
and definitely, since the plans, the building program, 
and affiliation arrangements betwen Hadassah and 
the Hebrew University have been agreed upon and 
approved by all persons concerned, and have been 
endorsed and supported by thinking leaders of Jewish 
life in Palestine and elsewhere. 





*Dr. J. J. Golub is the hospital consultant to the University 
Hospital and Medical School and recently returned from 
Jerusalem. 





The Aims of the Medical Center 


The aims of the Medical Center will be “to pro- 
mote the highest grade medical and surgical service, 
which, of course, means the relief of suffering and 
saving of life.” It will further the education of 
physicians by providing hospital clinical appoint- 
ments, and university recognition of the most quali- 
fied in the profession. It will create opportunities 
to scores of German Jewish refugee physicians who 
seek a new home in Palestine. There will be created 
about twenty places for interns, so that recent grad- 
uates in medicine who modestly feel that they merely 
learned an approach toward medicine and require 
further study and acquaintance with old and new 
knowledge of disease and therapy and actual bedside 
experience, will find their opportunity in the new 
hospital. 


Research will be instituted and pursued in the 
modern and spacious laboratories by men selected 
not only for their clinical proficiency, but also for 
their record of achievement in fundamental investi- 
gational work. Medicine will be taught in the hos- 
pital’s wards, lecture rooms, x-ray and radium insti- 
tute and the pathology, bacteriology, and chemistry 








Aerial View of Old Jerusalem 
In the foreground is the Hebrew University. The Uni- 
versity-Hospital and Medical School are being built at 


the right, adjoining the University 






























The Old Rothschild Hospital, Jerusalem 


laboratories, and thereby graduates in medicine will 
find the long sought after opportunities and facili- 
ties to learn modern methods and recent discoveries 
of cause and treatment of disease, from competent 
teachers and investigators. 

Palestinian girls will be trained as nurses in a 
modern nurses’ school, with a well-rounded-out cur- 
riculum of instruction covering a period of three 
years. The School of Nursing will have educational 
facilities, including demonstration wards, a library, 
study rooms, bacteriology, chemistry, and dietetic 
laboratories. It will also have recreational facilities 
and residential quarters. The school of nursing will 
provide facilities for about one hundred student 
nurses. 

Plans 


The hospital will include the following services: 
surgery, gynecology, dermatology, pediatrics, physi- 
cal therapy, cancer, eye, ear, nose and throat, den- 
tistry, obstetrics, medicine and neurology. There 


will be a modern surgical operating suite consisting of 
six major operating rooms with balconies for students 
to observe the performance of surgical operations. 
The x-ray department will consist of three major 
services; diagnostic, superficial, and deep therapy 
and radium therapy. Each floor will have its own 
clinical laboratories in addition to the clinical and 








research laboratories provided in the Medical School 
building. There will be a special emergency operat- 
ing room service provided for acutely sick patients 
and for accidentally injured patients brought in by 
ambulance. 

The Medical School building will contain facili- 
ties for research in the following fields: cancer, 
hormone, parasitology, bacteriology, physiological 
chemistry, and pathology. It will contain lecture 
rooms, a library, and the offices of the dean of the 
school and his staff. Adjoining it will be the animal 
house for the breeding and observation of animals in 
connection with research and the studies of the 
several laboratories. An auditorium to seat about 
two hundred is planned for future construction. 

The plans are now being completed, and construc- 
tion will begin July 1, 1936. The buildings will be 
grouped, planned, designed, and equipped to permit 
unity, accessibility, flexibility, facility of operation, 
economy of operation, coordination of hospital care 
with teaching and research, and architectural beauty. 

Patients’ wards for adults will be no larger than 
six beds each and for children eight beds, with ad- 
joining smaller wards of two and three beds. Single 
rooms are provided for acutely sick patients, for 
isolation of patients with contagious diseases, and 
for private patients. All floors and wards will have 
open verandas for sun treatment, and all buildings 
will be surrounded by gardens and exposed on all 
four sides to sun and air. 

Thus, Palestine will have a group of hospital and 
medical school buildings well constructed and care- 
fully equipped with diagnostic and therapeutic in- 
struments of precision, for the study, diagnosis, and 
treatment of disease by the most scientific methods 
available to medicine and surgery. The hospital will 
bring to Palestine what modern hospitals have already 
done for the United States, namely, that the average 
length of stay of patients in hospitals has been re- 
duced from twenty-one days to about twelve days, 
within the last quarter of a century. The implica- 
tions of such an achievement for Palestine are of 
far-reaching importance to the people, for, after all, 
what society seeks is an early and complete recovery 
of the individuals of which it is composed. 
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The hospital will also be concerned with the fate 
of the discharged hospital and clinic patient who 
leaves its physical jurisdiction and whose history 
chart is recorded “cured” or “recovered.” Through 
its medical social service and follow-up system it will 
insure lasting recovery and avoid recurrence of 
illness. 

It will be a model institution for the East and for 
others to imitate and copy, and thus extend improved 
medical care to the entire population of Palestine 
and the near East. It will combine beauty with use- 
fulness, modern methods of administration, and re- 
cent trends and discoveries in medical practice. It 
will not only heal the immediate patient, but it will 
learn from clinical experience—the immediate sick 


will serve the purposes of medical education and 
research. 

This work is guided and furthered by the Joint 
Building Fund Committee, representing Hadassah 
and the American Jewish Physicians’ Committee 
under the leadership of Mrs. Edward Jacobs, Mrs. 
Robert Szold, Mrs. Moses Epstein, Mrs. David De 
Sola Pool, Mrs. Herman Shulman, Mrs. Samuel J. 
Rosensohn, and many other women; Dr. Nathan 
Ratnoff, Dr. Emanuel Libman, Dr. Israel Wechs- 
ler, Dr. Harry E. Isaacs, Dr. Meyer Robinson, and 
many other physicians. Mr. Erich Mendelsohn of 
Jerusalem is the architect to the project, and Dr. H. 
Yassky is the medical director of the University 
Hospital. ° 


The President's Address 


VICTOR M. ANDERSON 


President, Minnesota State Hospital Association, Minneapolis, Minnesota 


: ae ASSOCIATION has been active through- 
out the year endeavoring to serve the best interests 
of our 230 hospitals which care for the State popu- 
lation of 2,627,000. 

The officers in arranging the program have tried 
to keep in mind the interests of the small rura! hos- 
pitals for they constitute the major part of our 
membership. 

The Minnesota Association can render a real 
service to our members by dealing collectively with 
State problems, and the American Hospital Asso- 
ciation is doing a remarkable piece of work for all 
hospitals by effectively representing our interests 
nationally. 

We welcome and feel honored to be favored with 
the presence of so many nationally recognized hos- 
pital leaders, who are contributing very materially 
to our meeting. The Association is also very grate- 
ful to our own members who are on the program. 
We are delighted to have five important hospital! de- 
partment groups meeting with us this year. We feel 
confident that the result of these sectional meetings 
will reflect improved service in the hospitals they 
represent. The officers of this Association wish to 
co-operate and encourage in every possible way the 
sectional meetings and they are invited to use the 
facilities of the Minnesota Hospital Association in 
building their programs and securing the speakers 
desired for their meetings. The officers expect to 
have several more similar groups of hospital work- 
ers meeting with us in future conventions. This 
year the request of the Minnesota Occupational 


Therapists Association was received too late to be 
included in our program, but they have a most 
interesting and instructive exhibit which you are 
invited to visit at your convenience. 


Our Responsibility as Administrators 


We, as hospital administrators and workers, have 
assumed the great responsibility of providing the 
best possible facilities for ministering to the sick 
and suffering of our various communities. Provid- 
ing adequate, efficient, sympathetic service to the 
sick and suffering should be our first consideration. 
It is our duty to maintain the highest standards of 
service and efficiency in our institutions if our life 
saving stations are to fulfil their purpose. We can 
not be .too mercenary and the immediate care of 
those requiring help should come first and payment 
for services should be a secondary consideration. 
I do not wish to convey the impression that we 
should feel obliged to take in all patients irrespec- 
tive of whether they have funds or not, for indi- 
gents should be provided for by taxation. How- 
ever, in event of emergencies, I think our first duty 
is to render every aid in an effort to save a human 
life and after this has been done you can determine 
who is going to pay the costs. The hospitals are 
imposed on and sustain losses, but you can not re- 
fuse services when it may mean the saving of the 
most valued thing in this world, a human life. 

I hope your new president, realizing the inequali- 
ties and injustices of the varying county rates for 
paying indigents’ hospital! bills, will appoint a strong 
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committee to study the subject and report at the 
next meeting. If for instance, all the hospitals de- 
cided $3.00 per day was a fair rate for county cases 
and notified the counties, they would not hospitalize 
indigents for less, then that would establish the rate. 
A survey revealed some counties were receiving only 
$1.25 per day. 

The Small Hospital 


A well-equipped, small hospital with the proper 
spirit of service to the public can win recognition 
as a valuable community asset. There have been a 
surprising number of hospitals built in Minnesota 
during the past ten years and I firmly believe that 
is as it should be. 

We can not dispute the fact that the hospitals 
have suffered greatly during the period since 1929 
and those who have survived bankruptcy are to be 
commended. Personally, I sincerely hope and be- 
lieve we have passed the crisis of the depression 
and that charts would show we are on the way to 
slow but steady improvement. Now, some of you 
people may consider it is impractical to talk about 
what you might consider idealistic hospital condi- 
tions when you have been having difficulty in main- 
taining your present standards of service. I have 
no magical solution to offer. The only object of 
my remarks is simply a challenge to ask yourself— 
have you done everything possible so you can ren- 
der a better service to the public you serve? Too 
many of us are so busy attending to our pressing 
duties that we have not the time to arouse ourselves 
to action. Sometimes it requires a great emergency 
to produce results. My contention is that you do 
not know what you can do until you have to do 
something unusual which you likely considered was 
an impossibility. I am a great believer in the old 
proverb “Where there is a will there is a way.” 
Don’t wait for somebody else to help you, get busy 
and work out your own problems. It is a recognized 
fact an institution can not stand still. You must keep 
up your institution and progress or it will degenerate, 
and if you choose to follow the latter course your 
hospital will just naturally go out of existence by 
the rule of the survival of the fittest. 

Some people have the faculty of making a dol- 
lar go a lot further than others, and we can all im- 
prove the service of our hospitals if we will make 
a conscientious study and effort. Frequently, we 
can benefit by the thoughts of others and that is 
one of the major objects of this meeting. We have 
all come here with the hope of securing some help- 
ful suggestions which we can use in our own hos- 
pitals. You may have an original idea which 
would be of assistance to others. We are all friends 
working together with one common purpose. Let 
us all co-operate and take an active part in the dis- 








cussions and round tables. Let each hospital execu- 
tive present do their part and you will return home 
feeling well compensated for attending this meeting. 


Hospitals and Their Public Relations 


Our hospitals are largely responsible for the pub- 
lic indifference to our welfare for in most cases we 
have failed to make our communities realize the im- 
portant service our life saving stations are render- 
ing. Our institutions have become accepted as a 
part of our modern civilization without any knowl- 
edge by the public as to how they are sponsored or 
maintained. Very limited publicity has been at- 
tempted to acquaint the people as to our problems 
in an effort to maintain an efficient service with 
every modern facility to meet all emergencies. Most 
people seem to think our hospitals are provided and 
kept equipped by some good fairy, but, unfortu- 
nately, very few are heavily endowed. A consistent 
year around effort to build good-will by publicity 
will secure contributions and endowments from the 
most unexpected sources. There are many ways 
of organizing helpful groups without necessarily 
giving them over the management of your hospitals. 
Appeal to your ‘Service Clubs and let them know 
your needs. For instance, sell your hospital! to the 
Commercial Club in your town and get them inter- 
ested in buying some much needed piece of equip- 
ment such as a modern x-ray, operating room table, 
oxygen tent, infant respirator, blood transfusion 
apparatus or a microscope for your laboratory so 
you can do more efficient work. 

Many of you may consider such a suggestion im- 
practical for many of our small hospitals are owned 
and operated by doctors who are often better off 
financially than most of the people in the com- 
munity. Despite such a condition, I am convinced 
there is no particular reason why a doctor should 
be expected to maintain a well equipped hospital to 
provide the necessary hospital service for his com- 
munity. From my limited observations, most rural 
hospitals could do much better work with improved 
and adequate modern equipment. 


Workmen's Compensation Rates 


Your Association by united action can achieve 
results no individual hospital could hope to accom- 
plish. A year ago, your Insurance Committee was 
battling with the Workmen’s Compensation Rating 
Bureau over a proposed increase in computing the 
payroll audits for student nurses at $68.00 per 
month instead of $30.00 per month which has been 
the practice for many years. An increase for all 
employees receiving full maintenance was under 
consideration. Many meetings were held, including 
a hearing before the State Insurance Commissioner. 
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Finally, last July, your committee compromised 
on $39.00 per month for student nurses payroll 
computations and other proposed increases were 
forgotten. This united action by your Association 
saved the hospitals several thousand dollars. 

The Hospital Lien Law enacted in 1933 was the 
result of your Associations’ effort. Many hospitals 
routinely file claims in all personal injury cases 
where the patient cannot pay their own bills and 
this eliminates attorneys demanding reduced bills 
after they receive the proceeds of successful suits. 

The hospitals, doctors, and nurses should co- 
operate in working out a practical solution of caring 
for the great masses of comparatively low salaried 
people who are not eligible for charity and yet their 
resources won’t permit all that is really needed when 
serious illness befalls them or their families. In 
reference to this problem, I wish it distinctly un- 
derstood I am not advocating a plan similar to 

group hospitalization. 

The question of licensing hospitals by the State 
Board of Control has been recommended by the 
officers and was voted on favorably by the member- 
ship for consideration. 

Your Association must be organized to deal 
effectively with problems as they arise. The old 
proverb still stands “United we stand; divided 
we fall.” 

The expenses of our meeting and activities 
throughout the year are largely paid by revenue 
derived from advertising in our convention program 
and Year Book Reference. Members when making 


Fifty Years of 


Mrs. Emma Lucas Louie, president and business 
manager of the Jennie Edmundson Memorial: Hos- 
pital of Council Bluffs, Iowa, will this year complete 
fifty years of service as the administrator of this 
hospital and eighty-four years of a very busy life. 

The Women’s Christian Association was organized 
in Council Bluffs in May, 1884, and in 1907 they 
built under the guidance of Mrs. Louie, a hospital 
then known as the Women’s Christian Association 
Hospital. This later was known as the General Hos- 
pital, and finally the Jennie Edmundson Memorial 
Hospital, a larger hospital being built after the first 
small hospital had served its purpose. 

In all these years Mrs. Louie has been unfailing 
in her efforts to make a success of this organization, 
and though others were willing to lend their assist- 
ance, none were willing to take the lead, except her. 
In 1927 failing eyesight slowed her steps, but it has 





purchases are urged to remember our friends who 
advertise. 

It has been a pleasure and privilege to serve the 
Association. The spirit of co-operation and friend- 
ship existing in our Association is remarkable. I 
feel grateful to all the officers who have been most 
gracious and generous with their time in helping 
me during the past year. 

There is a quiet individual who has done more 
for the Association than any other officer. This 
faithful executive secretary constantly has the in- 
terests of our Minnesota Hospitals in mind, and if 
your organization is recognized as amongst the first 
five hospital Associations in the United States it 
is largely due to the efforts of our administrative 
officer, Arthur M. Calvin of Midway Hospital and 
Mounds Park Sanitarium, St. Paul. 

If you were to ask me my criticism of the Asso- 
ciation my answer would be—the members seem to 
be content to attend the Annual Convention and 
then the officers never see or hear from them until 
the next meeting. Maybe the rural hospitals have 
no problems, but I honestly feel your Association 
could be of greater service if all members would 
submit their problems and collective action could 
be taken to secure satisfactory adjustments. 

The Minnesota Hospital Association next year 
will be held at Rochester during the last half of 
May. Our members are also advised your Associa- 
tion is making a determined effort to secure the 
National American Hospital Association meeting at 
St. Paul in 1938. 


Hospital Service 


never lessened her determination to carry on. Each 
day finds her at her desk, ready to meet the day’s 
problems with her associates. She has effected an 
alertness of mind so that it is seldom that any ac- 
quaintance crosses her doorstep without her ability 
to speak their name. 

She has been in constant attendance at the con- 
ventions of her state Hospital Association, is serving 
on its Board of Trustees, and only illness prevented 
her from attending the St. Louis Convention of the 
American Hospital Association. She was awarded 
a charter Honorary Fellowship in the American 
College of Hospital Administrators. Mrs. Louie 
has lived a life of service attained only by a few, 
and her many friends and associates extend to her 
their heartiest congratulations as she completes her 
fiftieth year in hospital administration, 





Legal Decisions of Interest to Hospitals 


Legal Aspects of Selection of the Hospital Staff 


.: OF THE major problems of adminis- 
tration, staff organization, presents in its turn a 
difficult question—the selection and exclusion of 
staff members. Fortunately for hospitals and their 
administrative officers, it seldom has been necessary 
to litigate the question of the right to select, or to 
exclude physicians of the staff, so that there are 
but few court decisions dealing with the topic of 
this article. 
the delicacy of the problem, which, when presented, 


Such fact, however, does not lessen 


becomes of particular importance to the chief ad- 
ministrative officer and his board of trustees or 
directors. The situations to be treated of here 
usually arise from the efforts of a practitioner of 
questionable professional or ethical standing to be 
admitted to the staff of a recognized institution. 
Again, the difficulty may arise out of the exclusion 
of a physician or surgeon already admitted to the 
staff, but who has since been guilty of misconduct. 


The cardinal requirement of medical men for 
admission to a hospital staff is recognition of pro- 
fessional standing by the state licensing authorities. 
In short, the candidate must have been licensed by 
state authority to practice his profession. In this 
connection the terms “duly licensed physician’ or 
“regularly licensed physician” are employed. It is 
important, therefore, to determine a legal definition 
of the word “physician.” In a most general sense 
a physician is a person who is authorized and qual- 
ified to prescribe remedies and treatments for dis- 
ease, and it is said that the word “physician” is 
broad enough to include “surgeon.” So, in keeping 
with such definitions a majority of our states have 
enacted statutes which are specific to the require- 
ment that only a “licensed physician” shall be ad- 
mitted to the practice of medicine in the state. 


It is everywhere recognized that the pursuance 
of one’s profession is a valuable right. This, how- 
ever, is not to be taken as indicating that the right 
to practice medicine is an absolute, vested, or un- 
qualified right; for it has long been recognized that 
the state may prescribe qualifications for those who 
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would become licensed to practice medicine. At 
its highest, then, the state regards the right to prac- 
tice medicine as a privilege to be conferred upon 
those persons who have satisfied the requirements 
enacted by the state. 


Having conformed, then, to the requirements 
imposed by state law, can the casual practitioner 
gain admittance to a hospital staff by reason of 
such fact alone? The answer in all cases is no; 
for it is a rule of law that boards of trustees may 
enact by-laws which are consistent with the charter 
of the corporation, to assist the corporation in 
furthering the purposes for which it was organized. 
It follows, then, that the board may prescribe qual- 
ifications for staff membership, and that it may 
also pass by-laws providing for the exclusion from 
the staff of those who are deemed unfit for mem- 
bership. 


Because of the scarcity of judicial expression upon 
the problem, and because of its importance, it is 
advisable to give extensive consideration to the 
cases. 


The earliest opinion upon the question was ren- 
dered by the Illinois Appellate Court in People 
v. The Julia F. Burnham Hospital, 71 Ill. App. 
246, Replogle v. Same, idem. In the second case, 
the complainant filed a bill in equity alleging that 
he was a physician and surgeon licensed to practice 
under the laws of Illinois, but that the board of 
directors of the hospital had refused to admit him 
to practice in the hospital, and he prayed that the 
court should order the directors to permit him to 
visit and treat professionally patients in the hos- 
pital. The first case was a proceeding by the State, 
upon the relation of Replogle, to obtain a writ of 
mandamus to compel the directors to admit him to 
practice. In each case the lower court held the 
complainant not entitled to relief. Upon appeal 
the decision of the lower court was affirmed. 


It appeared that most of the regularly licensed 
practicing physicians in the City and County of 
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Champaign regarded the complainant as guilty of 
unprofessional conduct in practice. They~there- 
fore notified the directors of defendant hospital! that 
they would not send patients to the hospital or prac- 
tice there if the complainant was admitted. 

The board of directors adopted the following by- 
law: “Section 1. The American Medical Associa- 
tion . . ., and the Illinois Medical Society, have 
adopted a code of medical ethics as nearly identical 
as possible and uniform in scope and arrangement. 
Only those physicians who comply with the code 
of these associations may practice in the hospital.” 
At this time, 1896, the American Medical Associa- 
tion had adopted a code of ethics, the fourth sec- 
tion of which read “4. It is derogatory to the 
dignity of the profession to resort to public adver- 
tisements or private cards or handbills inviting the 
attention of individuals affected with any particular 
disease, publicly offering advice and medicine to 
the poor gratis, and promising radical cures, or 
publishing cases and operations in the daily prints, 
or suffering such publications to be made; to invite 
laymen to be present at operations; to boast of 
cures and remedies; to adduce certificates of skill 
and success; or other similar acts. These are the 
ordinary practice of empirics, and are highly repre- 
hensible in the regular physician.” Contrary to the 
tenets set forth by this code, the complainant had 


publicly advertised his calling, and promised radical 
cures, invited employment, had certified as to his 
past success, and had offered to examine and to 
give medical advice without charge. 


The first point of inquiry was as to with whom 
had been lodged the power of management and con- 
trol of the corporation. It appeared that the arti- 
cles of incorporation provided for a board of direc- 
tors empowered to administer and manage the af- 
fairs of the hospital. There was nothing to show 
that there were restrictions surrounding the powers 
conferred upon the directors. Under these circum- 
stances, the court took the view that the board was 
empowered to adopt any regulations for the govern- 
ment of the hospital which could be held reasonable 
and consistent with the general purposes of the 
corporation. Thus, the directors were empowered 
to enact and enforce the by-law in question. The 
court further held that a physician is not to be 
regarded as a beneficiary of the charitable trust 
represented by the hospital, and so, could not be 
heard to complain merely that the hospita! was man- 
aged in such fashion as to deprive him of a profit 
in the practice of his profession. 

It is seen that any action by the board in passing 
by-laws designed to establish professional staff qual- 
ifications must be within the general powers con- 
ferred upon the board by the corporation charter, 
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and that the by-laws must be reasonable in their 
requirements. 

In State ex rel Wolf v. La Crosse Lutheran 
Hospital Association, 181 Wis. 33, the plaintiffs, 
co-partners in the practice of medicine, attempted 
to obtain a writ of mandamus to compel the board 
of directors of defendant hospital to reinstate 
plaintiffs as members of the medical staff of de- 
fendant hospital association. The facts were that 
in September of 1919, the hospital association, in 
conformity with the standardization program of 
the American College of Surgeons, in order to 
standardize hospital service, and to improve its 
medical and surgical services, formed the Attending 
Staff which adopted a constitution and by-laws. 
This staff was composed of eight members includ- 
ing the plaintiffs. It was required of staff members 
that they subscribe to a rule against division of 
fees, and under the staff rules, unprofessional and 
unethical conduct, or violation of staff regulations, 
was ground for expulsion. In order to recommend 
expulsion a three-fourths vote was necessary. 

It appeared that no charges had formally been 
preferred against plaintiffs, and that they were 
never expelled from the staff by its own action, 
but the hospital authorities refused to allow them 
to practice in the hospital, although the by-laws. of 
the staff provided for charges and a hearing upon 
them. 

The court decided that the petition of plaintiffs 
for a writ of mandamus seeking, as it did, to com- 
pel reinstatement, was not a proper remedy: for 
it is a rule of law that those duties imposed upon 
a corporation, arising out of purely contractual 
relations, and not being imposed by state laws or 
by the corporate charter, are not enforceable by a 
writ of mandamus. Of further significance to the 
court was a provision in the articles of incorpora- 
tion that the board of directors should have the 
control and management of the affairs of the cor- 
poration, so that in furtherance of this power they 
had also the implied power to adopt and enforce 
reasonable rules, regulations and by-laws. With 
respect to the provision that a member subject to 
expulsion by the staff should have the right to ap- 
pear before it and make his own defense, the staff 
having the power then to recommend expulsion to 
the board of directors, it was held that such pro- 
vision in no way limited the power of the board 
to expel a staff member, for such power had been 
expressly reserved to the board. Thus, the staff 
itself had only power to recommend expulsion, the 
board having final disposition of the case at all 
events. 

The case of Harris v. Thomas, et al., 217 S. W. 
1068, the most recent pronouncement upon the 
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problem, may be ealled the leading case; for the 
opinion rendered by the Court of Civil Appeals of 
Texas is exhaustive and illuminative of the entire 
subject. 


Here, the plaintiff Harris sought to obtain an 
injunction and to recover damages against the in- 
dividual doctors named as co-defendants with the 
Congregation of Sisters of Charity of the Incarnate 
Word. By his writ of injunction plaintiff sought 
to restrain each of the defendants from further 
interfering with his practice in the St. Anthony 
Sanitarium, and to require the Congregation, its 
agents and authorities, to permit plaintiff to prac- 
tice as he had until the date of his exclusion. 


In support of his petition the plaintiff made the 
following allegations: that he was licensed to prac- 
tice medicine and surgery under the laws of Texas; 
that he was a graduate of the American School of 
Osteopathy of Kirksville, Missouri, also holding a 
medical degree from the Pacific Medical College, 
Los Angeles, California. Defendants answered 
these allegations, stating that the plaintiff was not 
a regularly licensed physician, but that the regis- 
tration of his license showed him to he licensed as 
an osteopath, not as a physician and surgeon ; that the 
course of study at Kirksville consisted of but one 
year’s work; that his attendance at post-graduate 
courses and clinics had not conferred upon him a 
degree in medicine; that the Pacific Medical Col- 
lege was not a regular school of medicine, and was 
not recognized by the regular profession as a 
reputable medical school, and that the plaintiff had 
only attended the school as a mere subterfuge so 
that he might advertise himself as possessing a 
medical degree. 


This litigation was the result of a demand by 
the individual defendants that the plaintiff be ex- 
cluded from the hospital because of his use and 
practice of osteopathy. This demand came of- 
cially from the Potter County Medical Society, the 
rules of which provide: (1) that if its members 
administered anaesthetics for plaintiff they would 
be expelled from the association, and (2) that no 
major operation could be performed unless three 
doctors were present. Further, the individual de- 
fendants influenced nurses not to accept cases for 
plaintiff. In connection with standardization, the 
Potter County Medical Society, the State Medical 
Association of Texas and the American Medical 
Association opposed the employment of nurses from 
sanitariums which permitted the practice of oste- 
opathy. In order to carry out this program of 
standardization the individual defendants agreed 
with the administrative officers of the sanitarium to 
assist in standardizing the hospital and to organize 
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a medical staff. Accordingly, defendants organized 
themselves into a medical staff, agreeing as to what 
other doctors should be admitted to membership, 
and instructing the Sisters that plaintiff would not 
be a staff member and would not be permitted to 
practice in the hospital. 

In dealing with the case of plaintiff, the gist of 
which was that his exclusion had not been based 
upon incompetency, but upon the fact that he was 
irregular and not a member of the particular branch 
of medicine represented by the staff, the court held 
that it was within the power of a voluntary associa- 
tion to pass laws governing the admission of mem- 
bers, and to prescribe the qualifications for member- 
ship. Since membership depends upon the pleasure 
of the society, a court will generally not interfere 
even though the arbitrary rejection of the candi- 
date may prejudice his material interests. So, to 
enable a court to act in favor of the person claim- 
ing to be injured, it must be shown that the ex- 
clusion was wrongful. 


Of the action of the Pottery County Medical 
Society the court said: “We think such a society 
as the Potter County Medical Society is legitimate 
and lawful. If it is an organization which is largely 
composed by the appellee (defendant) doctors, and 
if it does not directly or indirectly affect the mate- 
rial interest of the appellant, or in some degree 
affect him as a non-member, this would not justify 
the courts in denouncing it as an illegal or unlawful 
conspiracy. The association has the right to ad- 
vance its purpose or interest and that of its members 
by all legitimate means. If it deemed appellant 
(plaintiff) an osteopath, and that as such he was 
supporting an exclusive system, the association and 
its members were within their rights, under its rules, 
in rejecting him as a member. They also hac the 
right to refuse to assist him in operations. They 
could, if they deemed it to the interest of medicine 
or surgery, or the welfare of humanity, agree among 
themselves not to assist appellant in surgery if they 
did so in good faith and with no intent to injure 
appellant. To compel appellees to receive appellant 
into fellowship and accept his view would be to 
impose his will upon appellees and to force the med- 
ical world to accept his theory of the healing art. 
Courts have no such power.” 


Again: “We believe it to be the right of the sani- 
tarium to refuse business relation with appellant, 
if it sees proper to do so, and also to adopt such 
regulations as are proper or deemed by it necessary 
or expedient to improve its efficiency and standards 
of service therein and to require of those using its 
equipment that they possess specific medical learning 
and equipment in order to receive a membership on 
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the medical staff. To accomplish this it was at lib- 
erty to employ a committee, as it did in this case, 
to standardize the sanitarium: If in good faith, 
with no evil intent to injure or oppress, the ap- 
pellee doctors who were so appointed did formulate 
the rules of standardization and name the staff as 
directed, they had the right to do so subject to no 
other control than the governing authorities of the 
institution.” 


Recent Cases 


In Lamont v. Highsmith Hospital, et al., 183 
S. E. 376 (North Carolina), plaintiff filed a civil 
action for damages resulting from a physician’s 
negligent failure to care properly for plaintiff after 
an operation for fistula, in which a “sacral nerve 
block” had been employed, thus temporarily dead- 
eing those nerves of the lower part of the body. 
Following the operation, hot water bottles were 
applied to the plaintiff’s feet, resulting in a third 
degree burn on the foot near the base of the little 
toe. The burn affected the bone causing necrosis, 
which was alleged to have affected plaintiff’s entire 
system. 


The plaintiff took a judgment below which was 
reversed and remanded for a new trial because of 
error in the proceedings. A second trial of the 
cause was had, resulting in a judgment for the 
plaintiff. This was affirmed on appeal. 


The appellate court appeared to be satisfied with 
the evidence of negligence, and in a rather short 
opinion, commented upon the lack of error in the 
second trial, holding that under the facts plaintiff 
was entitled to recover. 


In Richard v. National Transportation Co., 
Inc., et al., 285 N. Y. S. 870, the plaintiff Richard 
sued as the assignee of the Roosevelt Hospital. 
Judgment went for the defendant. It appeared that 
one McManus had been injured as a result of the 
defendant’s negligence. The hospital rendered serv- 
ices to him in return for which he executed a paper 
directing and authorizing the defendant to pay the 
sum of $271.75 for hospitalization and medical care, 
and expressly assigned to the hospital such amount 
out of his share of the proceeds of any settlement 
or judgment that resulted from his claim against 
defendant. The defendant settled with McManus 
direct, and ignored the assignment to the hospital. 
McManus, while named as a defendant in this suit, 
was never made a party to it by service of process 
upon him personally. 


Under the common law there was no such thing 
as an assignment of a cause of action. Abhorrence 
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was felt to what was then known as “trafficking in 
choses in action,” with the result that it became well 
established that a person could not assign a cause 
of action for monetary consideration, and that the 
assignee could not sue upon such cause. The equity 
courts, however, came to recognize assignments and 
to enforce them. The policy against the assignment 
of choses in action was founded upon the belief that 
to tolerate such assignments was to encourage litiga- 
tion. This background influences the result reached 
in the case under discussion. 


The court held the assignment to be invalid, and 
that the plaintiff could not recover. The instant 
decision recognizes that such assignments are good 
in equity, but not at law, because under the Per- 
sonal Property Statute of New York, Section 41, 
such assignments are expressly prohibited. The 
court said: “All that plaintiff ever secured or held 
was a right to a portion of prospective proceeds of 
a settlement or judgment in future.” 


It was also shown that the services of the hos- 
pital had been rendered voluntarily, and that the 
hospital was a stranger to the suit, having no basis 
for asserting a lien upon such judgment as might 
have been secured by McManus against the defend- 
ant corporation. 


The court closed its opinion with this remark: 
“Should any doctor or hospital rendering these im- 
perative and essential humane services be given the 
right to a lien on the patient’s cause of action for 
personal injury; or the right to take an assignment 
of it, entitled to full recognition and enforcement in 
a court of law? This is a question for the legisla- 
ture, not the court.” 


Editor's Note: Legislative action has been taken 
by passage of the Parsons Bill, see “New York Lien 
Law,” page 117. 


This decision means, then, that a hospital cannot 
accept an assignment from a patient of a portion of 
his cause of action against the party who is responsi- 
ble for his injuries. 


In Goodall v. Brite, 54 P. (2) 510 (California), 
the plaintiffs were citizens and taxpayers of Kern 
County, California. This action was filed by them 
to restrain the board of supervisors of the county 
from using county funds to hospitalize patients in 
the county hospital who were able to provide hos- 
pitalization for themselves in private institutions. It 
appeared that the defendants had never made efforts 
to collect from those who could afford to pay for 
the services rendered. 


The court held that the admission to the county 
institution of patients who were able to pay for 
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services rendered was unauthorized, for the reasons 
that it does not promote the health and welfare of 
the people generally, but merely benefits a limited 
class, and further, it is not a proper exercise of the 
county’s police power (power to provide for the 
public welfare), being merely the use of public 
money to private purposes. 


However, it was recognized by the court that in 
time emergency, patients should be admitted to the 
hospital without first being subjected to interroga- 
tories concerning their status as indigents, but, that 
after admission to the hospital, investigation should 
be made to determine their status, and if able to pay, 
then they should be required to pay for whatever 
services the hospital had provided. 


In Barnes Hospital et al. v. Schultz, 90 S. W. 
(2) 164 (Missouri), the hospital was allowed to 
recover a judgment for services which had been 
rendered to a patient, and for which he had refused 
to pay. The court held that the trustees of the in- 
stitution, as such, had the right to bring action at 
law to recover money owing to the charitable trust 
represented by the hospital. 





A Decision of the English Courts 


A jury awarded £500 damages for personal in- 
juries to a child, age seven, against the managers of 
St. William’s Hospital, Rochester, in the King’s 
Bench Division. 


The child, a patient in the hospital, suffering from 
scarlet fever, was in a bed a few feet from a win- 
dow, the lower part of which was open. In the 
absence of a nurse, the child fell out of the window 
to the ground below, a distance of about seventeen 
feet. As a result of his fall his forehead was dis- 
figured, both his feet were flat, requiring special 
supports, and he was confined to bed for three extra 
weeks suffering from shock. 


The defendants denied negligence, pleading that 
the child jumped out of the window in an endeavor 
to return home and contributed by his own negli- 
gence to any harm which he received by taking the 
risk of the jump. The child’s father, who brought 
the action for damages in behalf of his son, said that 
the defendants, their servants, or agents were negli- 
gent in leaving the boy unattended near the open 


window. 
we 


Fire Prevention for Hospitals 


DEWEY JOHNSON 
Deputy Fire Marshal, State of Minnesota 


F ...: PROTECTION and fire prevention is, in 
our opinion, the most important subject facing those 
in charge of the hospitals. A person entering a hos- 
pital for medical or surgical treatment has a right to 
believe that he will be properly protected against 
fire. It has taken many years of hard work to edu- 
cate the public to use hospitals when in need of 
medical or surgical treatment, and this confidence 
they have acquired can very easily be destroyed by 
a disastrous fire in a hospital causing a large loss of 
life, and the millions of dollars invested in buildings 
used for hospital purposes would suffer serious de- 
preciation. 


The Hospital Management Is Responsible for 
Protection Against Fire Hazards 

The responsibility for the protection of hospital 
patients from the danger of fire rests directly upon 
the hospital management and the State Fire Mar- 
shal Department. The State Fire Marshal Depart- 
ment and the hospital management not only have the 
moral responsibility of protecting patients from fire, 
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but, under our Minnesota statutes, they are crim- 
inally responsible and can be indicted and convicted 
for first degree manslaughter, which carries a sen- 
tence of confinement in some penal institution. This 
law places the responsibility squarely up to the State 
Fire Marshal Department and the hospital manage- 
ment to protect the helpless and sick and give them 
the protection against fire that they are rightfully 
entitled to. 

Safety of life for the hospital patients requires the 
construction of fireproof buildings, same to be ap- 
proved by the State Fire Marshal Department. Ade- 
quate exits, properly installed, are necessary; halls 
and doors should be of sufficient width so that pa- 
tients may be moved from their beds. Careful 
housekeeping and elimination of all fire hazards is 
important. It is necessary to have a staff with ade- 
quate personnel on duty at all times of the day and 
night, trained in fire drills and fire regulations and 
plans of evacuation of buildings. Part of every 
student nurse’s training should consist of instruc- 
tions in preventing fires, proper uses of fire fighting 
equipment such as fire extinguishers, fire hose, and 








HOSPITALS 











June, 1936 








methods of helping and protecting patients under 
their direct care. 


Precautions Which Hospitals Must Take 


Our inspections show that at the present time very 
little, if any, thought has been given to this very im- 
portant phase of the nurse’s training. Our inspec- 
tions show that at night between the hours of 10 
p. m. and 7. a. m. the safety of patients rests en- 
tirely with a very limited number of nurses on duty. 
It is the common practice of hospital management 
to reduce the number of nurses on duty during these 
hours to a minimum. In many of the smaller hos- 
pitals a nurse is sometimes required to work on dif- 
ferent floors. The personnel is further reduced dur- 
ing the time the nurses leave their stations for their 
supper hour. 

Also, during our inspections we have found that 
very few hospitals have a night watchman to visit 
the unprotected parts of the hospital, such as the 
basement, attic, storeroom, pent house, and annexes. 
Very few of the watchmen so employed have time 
clocks to record the time of their visits. All of the 
regular help, with the possible exception of an engi- 
neer, is off duty during these hours. Very few of 
the hospitals have any plans or means of calling 
back to the hospital in case of a fire or emergency 
the nurses who are off duty. 

The State Fire Marshal believes that some system 
should be installed in all hospitals which would call 
the nurses who are living in the nurses homes or at 
other quarters, directly to the hospital in case of an 
emergency. A call box connected directly to the 
alarm system of the local fire department should be 
located in some convenient place on every floor of a 
hospital building. It is very important that the fire 
alarm be given immediately in case of a fire and that 
the hospital personnel respond to their stations as set 
forth in assignments worked out in previous fire 
drills. 

A fire hazard in a hospital presents special danger 
features which do not exist in other types of build- 
ings. Many hazards which might be considered or- 
dinary in other types of buildings, become serious 
fire hazards in a hospital, because there are so many 
fire hazards which exist in a hospital that do not 
occur in any other type of building. 


Where Special Fire Hazards Are Located 


The special fire hazards which we check carefully 
in hospitals are located in laboratories, x-ray rooms, 
and pharmacies. The hazards are inflammable 
liquids, films, supplies, combustibles, explosive anes- 
thetics. Then we have the sewing rooms and laun- 
dries containing hazardous electrical devices and 
other machinery capable of causing dangerous con- 





flagrations, and last but not least, the kitchen, where 
are found the hazards of greases, gases, oils, etc. 

The ventilation of an operating room is another 
item to consider. The humidity in this room is most 
important. In very few of the operating rooms has 
this important detail been given the thought and 
study it should have. There is always considerable 
danger of static electricity causing a spark which in 
turn might cause a very serious explosion of an in- 
flammable anesthetic. Proper grounding of the sur- 
geon, patient, and operating table is necessary. In 
many cases we find that hospitals have not made the 
proper provisions for the installation of grounds. 

Our inspections have shown that it is a common 
practice to use ordinary electric fans, electric clocks, 
receptacles, and switches in the operating rooms. 
These all constitute serious fire hazards in these 
rooms in view of the fact that any one of them might 
cause a spark while the room is filled with inflam- 
mable gases and anesthetics. If it is necessary to 
use a fan of any kind or electrical appliance in the 
operating room they should be of the explosion- 
proof and vapor-proof type. 


Our deputies are instructed to make a very thor- 
ough inspection of the unprotected parts of the hos- 
pital buildings, such as the basements, attics, store- 
rooms, and other places not used for patients, to 
check whether or not sprinkler systems are used or 
any other fire alarm system is installed which would 
automatically notify those in authority that there was 
a fire before it gained considerable headway. They 
are instructed to see that the proper number of fire 
extinguishers of the correct type are located in con- 
venient places for: immediate use; to inspect the 
condition of inside standpipes and hose connected to 
them ; to check the size of all hall space and see that 
areas are not too large and that vertical partitions 
are installed that will cut off such areas as are too 
large. Particular attention is paid to stairways, their 
width, whether enclosed or open type; whether or 
not they stop at each floor, and where they lead. 
Elevator shafts are inspected carefully. Many of the 
older hospital buildings use the open type elevator 
shaft, which, of course, invites disaster. They also 
check the doors of the enclosed elevator shafts very 
carefully. In making our inspections we find many 
elevator shafts have wooden doors with plain glass 
panels on each floor, and, in case of a fire, the heat 
would break the glass and burn the wooden door and 
allow the fire to travel quickly throughout the build- 
ing. This is a hazard that should not be allowed to 
exist in any hospital building. Here we recommend 
metal doors with wire-glass. 


Pipe shafts are inspected to ascertain whether they 
are properly stopped at each floor, and whether or 
not they are used for the storage of combustible ma- 











terials. Our inspections have shown that it is com- 
mon practice for the nurses and maids to store all 
kinds of combustible materials in these pipe shafts. 
This is a very serious fire hazard. Where a lack of 
storage space exists in a hospital, metal lockers 
should be installed for the storage of extra blankets, 
flower baskets and other combustible materials. 


We find that the paint shop, carpenter shop, furni- 
ture repair shop, are generally located in the base- 
ment of a hospital building. These all constitute 
dangerous fire hazards and shops of this type should 
be located in some place outside of any hospital 
building. The storage of old mattresses, furniture, 
and other materials in basements also adds to the fire 
hazards. Some place should be provided for the 
storage of all surplus materials of this type outside 
of the hospital. 


The linen chutes and paper chutes generally run 
from the basement to the attic, and in most cases 
wooden doors with glass panels are used for openings 
on the various floors. These chutes should be of 
fireproof construction, with metal or fireproof doors, 
and should be ventilated through the roof of the 
building. Sprinkler heads should be installed at the 
top of all such chutes. 


The boiler room contains many fire hazards where 
the construction has the boiler room connected di- 
rectly to, or inside, the hospital building. In such 
cases it should be of fireproof construction and have 
fireproof doors that close automatically in case of a 
fire. Most of the larger hospitals are still using the 
original building which was built many years ago. 
These buildings were generally built of brick and 
wood with the open type elevator shafts and stair- 
ways. This type of building was nothing more or 
less than a fire trap and: should not be used for the 
housing of patients of any kind today. 


Our inspections show that generally the new ad- 
ditions to hospitals are connected directly to the old 
buildings on each floor, and in most instances do 


not have the proper means to cut off the old building | 


from the new in case of a fire. 


Frame Buildings Should Not Be Used for 
Hospital Purposes 


No frame building of any kind should be used ee 
hospital purposes. The use of remodeled homes for 
hospital use should be discontinued. The State Hos- 
pital Association and the State Fire Marshal’s office 
should see that laws are passed to legislate this type 
of building out of existence for the safety and general 
welfare of the public. 


Where a hospital is built of brick and wood no 
patient should be allowed above the second floor, 
and, under no circumstances, should any of the per- 





sonnel be housed in a hospital building where pa- 
tients are located. 


Our inspections have shown that very few of the 
outside fire escapes on the hospital buildings are of 
proper construction to allow quick evacuation of 
patients, especially the horizontal cases. The plat- 
forms are neither wide enough, nor long enough, and 
in many cases the platforms are built even with the 
window sill, which is generally about 30 inches above 
the floor level. The stairways of these fire escapes 
cross windows at the various floor levels, and these 
windows are generally of plain glass, which, of 
course, makes the fire escape of little value in case 
of a fire. 


We in the State Fire Marshal Department recog- 
nize the fact that the question of finances is very 
acute in most hospitals. We feel confident that the 
management of the hospitals all would like to have 
new fire resistant buildings, but that their hands are 
more or less tied because of the shortage of funds. 
However, we believe that with the continued cooper- 
ation of the State Hospital Association and the State 
Fire Marshal Department that the most serious of 
these fire hazards can be solved. 


A third group who can be of great assistance in 
solving the many problems of fire protection is the 
State Architectural Association, and, we believe, with 
these three groups making a special study of all the 
requirements for a modern, fireproof hospital, that it 
will be possible to give the utmost safety to the sa 
less people housed therein. 


Dangers From Smoking 


One of the most difficult problems to solve in a 
hospital is the problem of smoking by both the pa- 
tient in bed and the nurses and other personnel on 
duty. The mere fact that it is unethical for a nurse 
to smoke in a hospital and that it is prohibited by 
rules does not stop smoking, and only seems to add 
to the danger of fire from smoker’s carelessness. In 
inspecting hospitals we have found that the nurses, 
as well as other persons, will try to “sneak a smoke” 
in some out of the way place, and when they hear 
footsteps approaching they immediately throw the 
lighted cigarette into the pipe shafts, wastepaper 
cans, and other places where fires can very easily 
start. It should be recognized by the hospital man- 
agement that in this day and age very many smoke, 
and the one way to reduce fires caused from cigar- 
ettes would be to install safety ash containers, and 
safety matches. 


We believe that the solution of all of these prob- 
lems should be left to such organizations as the State 
Hospital Association, State Fire Marshal Depart- 
ment, State Architectural Association. 
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Determining Hospital Eligibility 
Requirements for Free Care 


MRS. E. M. KASPER 
. Wilder Charities, St. Paul, Minnesota 


D URING THE PAST few years public atten- 
tion has been focused with ever increasing interest 
on the subject of the indigent sick. This is not 
because the problems involved are new or different 
but rather because our present economic situation 
has precipitated revolutionary changes and practices 
and has made the public “charity conscious.” This 
awakening has aroused thinking people to a realiza- 
tion of abuses in our system of giving medical relief. 
The taxpayer burdened with an ever increasing load 
of taxes, the doctor harassed by a diminishing prac- 
tice, the hospital administrator faced with empty 
beds—want more thorough investigation of free 
cases. They do not expect the patient who is with- 
out resources and totally dependent on relief to pay 
for medical and hospital care, but they do expect the 
patient who has a job or who has resources to assume 
his share of the burden of medical costs. How, then, 
should the eligibility for free medical care be deter- 
mined ? 

Our concern this afternoon is not with the patient 
who is able to assume any part of the cost of his 
medical care, but rather with the other group who 
comprise the border line patient and the malingerers. 
This concern is apparently general throughout the 
country as hospital and dispensary administrators 
and medical societies are attempting everywhere to 
analyze the problem and to create new methods for 
dealing with the borderline case and combating ex- 
ploitation. Some interesting studies have been made 
recently to check investigation and to determine the 
extent of falsification for admission. 


Methods of Determining Eligibility for Free Care 


The Bronx County Medical Society, during early 
1934, investigated 1000 applicants chosen at random 
for admission to Morrisonia City Hospital. It was 
found that 58.3 per cent were eligible, 8.5 per cent 
gave false addresses and 33.2 per cent were able to 
afford private care through their own resources or 
with help from relatives. 

The Boston Dispensary analyzed a group of 100 
consecutive applicants for free care to determine the 
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extent of falsification for admission. The results are 
interesting in that 40 of these 100 patients had made 
untruthful statements regarding their income or rent. 
However, a thorough investigation disclosed the fact 
that in only one instance was the discrepancy great 
enough to exclude the patient from the dispensary. 
This study, while too small for the deduction of sig- 
nificant conclusions, bears out the findings of an 
earlier one on 1400 patients which showed that 1.8 
per cent could pay for private care. 

The Wilder Dispensary in St. Paul made a similar 
study on the incomes of 200 applicants. Of the 81 
employed in private industry, 12 per cent misstated 
their earnings, but in only 3 cases was the discrep- 
ancy large enough to exclude them from dispensary 
service. 


The Need for Community Planning 


The development of several unique systems of de- 
termining eligibility for free hospital care is a direct 
outgrowth of the depression with its attendant in- 
crease in dependency and indigency. It is significant 
that in all the admission departments observed those 
responsible for the plans have realized the social im- 
plications of the problem and the need for commu- 
nity planning. 

The Cincinnati General Hospital has an admitting 
system delegating the responsibility of determining 
eligibility to the local doctor unless the applicant is 
a relief case. Thus, the physician has the oppor- 
tunity of reviewing the circumstances of all border 
line patients. He may treat the case or refer it to 
the clinic for care. During the month of March, 
200 persons were interviewed by private doctors and 
54 of these were retained in their private practice. 


The Minneapolis System 


Another example of a complete departure from old 
and tried methods is the admitting department of the 
Minneapolis General Hospital which was established 
in 1934. Previously, admitting was performed by 
the social service department whose main objective, 
medical social case treatment, was being minimized 
because of the ever growing line of applicants for 
free care. The Board of Public Welfare voted to 
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detach the admitting department from the Division 
of Hospitals and placed it under the jurisdiction of 
Division of Relief. Although the staffs are separate 
and distinct, the same type of exhaustive social in- 
vestigations is employed. About 55 per cent of the 
5,000 monthly applicants are relief cases. The remain- 
ing 45 per cent are handled on a case by case basis. 
A skilled social dignostician balances medical needs 
against economic resources and applies a sliding scale 
of charges according to the patients’ ability to pay. 

The old adage, “Necessity is the mother of inven- 
tion,” is well exemplified in the manner in which the 
admission department of Ancker Hospital in St. Paul 
has evolved. In June, 1934, an experiment was 
tried with the cooperation of one district of the 
Board of Public Welfare. The family social worker, 
familiar with the make up and clientele of each 
neighborhood and skilled in the technique of social 
study, was asked to make home visits to determine 
the eligibility of residents of Ramsey County for 
care at Ancker. The experiment worked out so well 
that last March (1936) the system was adopted 
throughout the city and county. The staff now con- 
sists of the five original admitting social workers who 
make the first draft of social data at the hospital; 
and eleven district workers whose routine investiga- 
tion is one of the most complete on record. Of 
course, the very fact of interviewing in the home is 
a distinct advantage over securing information at an 
admission desk. In addition, employment and income 
are verified. Banks, postal savings, Northern States 
Power and safety deposit boxes are routinely checked 
for accounts. Investigations have shown that some 
patients will take savings from banks before solicit- 
ing free hospital care. The banks have been very 
helpful in disclosing these unusual situations. Prop- 
erty is not generally checked unless it is in a good 
district and a discrepancy is indicated. All patients 
are asked to sign an affidavit which warns them that 
giving false information or statements is a violation 
of the laws of the United States. This gesture 
seems to alter many stories. A striking illustration 
was that of a pneumonia patient whose parents 
claimed complete dependency until they were re- 
quested to sign the affidavit. It developed that the 
family owned twelve houses throughout the city, and 
that the income from these plus the earnings of the 
father and an older daughter totaled $400.00 a 
month. Needless to say, the patient was transferred 
as soon as possible to a private hospital. 


Because the organization is barely three months of 
age and is still in its formative stage, not many re- 
vealing statistics are yet available. However, it has 
been estimated that in April 306 patients in five dis- 
tricts were judged eligible for admission, and 89 or 
25 per cent of these paid for part or all of their costs. 








Even more pertinent to our problem are the March 
figures which show that out of the 250 applicants for 
free care in one district, 82 or 33 per cent, were not 
deemed eligible and were advised to seek private 
medical and hospital service. 


The Washington Plan 


The most complete example of community plan- 
ning is exemplified in the Washington plan which is 
an attempt by the medical and dental societies of the 
District of Columbia to make adequate medical care 
available to all who need it at a price they can afford 
to pay. Roughly speaking, this plan is divided into 
three units, a group hospitalization system, a central 
admitting bureau and a medical dental service bu- 
reau. Thus the free patient, the part-pay patient, as 
well as the patient who can pay his medical bill in 
full if given enough time are assisted. The first unit 
of the plan, the group hospitalization incorporation, 
was formed by the Medical Societies in 1934 as a 
direct answer to the threat of socialization. For a 
75 cent monthly insurance premium ($9.00 per year) 
this organization offers 21 days hospitalization to 
members of employed groups. It now has 20,000 
policy holders. 


Washington Central Admitting Bureau 


The second unit, the central Admitting Bureau for 
Hospitals, was developed in January, 1935. It in- 
corporates a plan of coordinating all community 
resources in caring for the indigent sick. A Central 
Bureau acts as a clearing house for admission for 
all charity patients to local hospitals. It also admin- 
isters community chest funds for this purpose. More 
than 130,000 applicants passed through its hands in 
1935. 

After two months of operation of the Central Ad- 
mitting Bureau, the two societies of the district real- 
ized that a large proportion of the patients could be 
readjusted to share a considerable portion of the 
economic responsibility for their hospital care. Thus, 
in March, 1935, the last unit, the Medical Dental 
Service Bureau was formed to budget the physicians 
and dentist fees in accordance with the financial re- 
sources of the patient. In six months, 8,000 border 
line cases were referred by physicians, dentists, and 
hospitals to the budget expert for adjustment of 
medical bills on the installment plan. This group 
included cab drivers, red cap porters, domestic serv- 
ants, shop girls, stenographers, small business men, 
etc. Budgets were worked out for these and adhered 
to so well that out of $85,000 charged only 1.6 per 
cent was not paid promptly as agreed. 

The Washington plan claims some remarkable re- 
sults. Charity abuse has been curbed drastically. In 
1935, 27 per cent or 2,700 of the 10,000 applicants 
for free or cut-rate services were found able to pay 
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their own way through the deferred payment system. 
The significance of this from the hospital adminis- 
trators and private doctors viewpoint need not be 
stressed. The plan has been adopted in St. Louis, 
Missouri, and in Essex and Passaic Counties, New 
Jersey. It is soon to be started in Baltimore, Kan- 
sas City, and Norfolk, Virginia. 

This brief resume of admission systems in opera- 
tion throughout the country shows that the urgent 
need for change precipitated a variety of answers to 
our original question, “How can eligibility be deter- 
mined?” That the types of organization differ is, no 
doubt, largely due to inherent local conditions and 
independent development. However, it is striking 
that fundamentally the objectives are the same and 
the methods are similar. 


The Malingerer and the Border Line Patient 


In every instance, the disposition of the malinger- 
er and the border line patient was the major concern 
and was met by thorough social investigation. It is 
apparent, then, that accurately determining eligibility 
is dependent upon the services of a skilled social 
diagnostician. While the number of patients who 
falsify is relatively small, the problem is a common 
one and demands the greatest refinement in the tech- 
niques of interviewing. It was universally found 
that a significant number of people who applied for 
free care could, with assistance in budgeting, meet 
part or all of the costs of their illness. By allowing 
the patient to pay what he can for medical services, 
he is protected from the quack who is always ready 
to charge a small fee. A satisfactory adjustment 
allows the patient to foresee his ultimate obligation 
and creates a feeling of responsibility. The method 
not only protests the taxpayer, the private doctor, 
the voluntary hospital, but the patients’ integrity as 
well. This case by case process also has broader 
implications in that the public is becoming educated, 
for the first time, to the need of budgeting and plan- 
ning for medical and hospital treatment. 

Because of the foregoing conclusions, it would 
seem logical to recommend that any institution 
which receives moneys for the benefit of the needy 
sick should be equipped with trained personnel to 
determine those in need. Furthermore, it appears 
that the whole community has a definite obligation in 
providing facilities for care for the large border line 
group. 

In our opinion, this need is completely met in the 
Washington plan. Where local conditions would 
permit that this be taken over “in toto,” it might be 
a solution to our problem. Minnesota has already 
adopted the one unit of hospital group insurance. 
Would the other two units be practical in this state? 
That of the Central Admitting Bureau implies homo- 








geneity and subordinates objectives to one central 
system of determining eligibility for all free care 
available in a community. Because of conditions 
perculiar to certain counties, this plan might not be 
applicable here. However, the third unit suggests 
many challenging possibilities. The Medical Dental 
Service Bureau operates for all gainfully employed, 
non-indigent, and semi-indigent. It seems logical to 
assume that many of the one-third determined inel- 
igible by our charity institutions would welcome such 
an opportunity if machinery were provided. Could 
not some provision like this be made for the Minne- 
sota border line group that sees no alternative but 
the free hospital if unable to pay full rates for pri- 
vate care? This bureau is a non-profit organization, 
cooperatively maintained by the medical and dental 
societies. Ten per cent of each payment made is re- 
tained to cover operating expenses. Any surplus 
which accrues is placed-in reserve to care for the 
three to five per cent of cases who, for some reason, 
default. Thus, the physician, dentist, and hospital 
leave ten per cent of each payment to cover the cost 
of maintenance, and, at the same time, assure them- 
selves of the full payment of every account. Simple 
and sound principles seem to govern this plan. It 
uses normal machinery plus whatever additional 
machinery is needed to coordinate community re- 
sources. Because of the need ior a central bureau, 
the system seems to be more adaptable to the densely 
populated locality, although it can be made to ex- 
pand to the small cities and eventually cover the en- 
tire population of a state. 

We leave this suggestion in your hands. As hos- 
pital administrators, you are in a much better posi- 
tion to realize the practical possibilities implied. All 
we can pretend to do is to point out the needs of the 
border line patient and urge adequate community 
planning in his behalf. 

To sum up, there are two major concerns in deter- 
mining eligibility—first, the malingerer, and second, 
the border line group. The first concern can only 
be met by social investigation. Its success is entirely 
dependent on the thoroughness of this method. The 
second is primarily the concern of the hospital and 
medical groups. It is their problem and the impetus 
and direction for the system adopted must come from 
within. 

With the duty for social investigation delegated to 
trained social diagnosticians, and the responsibility 
of a plan for the border line patients on the hospital 
and medical groups, any community can look for- 
ward to a constructive program of determining hos- 
pital eligibility. 
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E. M. HUSTON, M.D. 


. ae Is A mutual relation between physi- 
cians and hospitals. To think of some independently 
of the other is seldom done. 

It is possible, of course, for physicians to exist 
without hospitals but a hospital without physicians is 
not conceivable. Physicians without hospitals would 
be in a plight of inefficiency of work and advance- 
ment of the profession ; but futile would be the work 
of the hospital independent of the medical profession. 


There are many phases of this relationship which 
might be gone into with a degree of benefit to both 
were there time to elaborate upon them. There is just 
one angle to be touched upon now because of the 
possible change in these relations as the result of the 
present economic, social, and political trend. 

Physicians in the past have given their services to 
the hospitals and to the indigent without pay—and 
they were more than willing ard really anxious to 
do it—not from any patriotic or philanthropic urge 
alone, but because of the value of the prestige ac- 
cruing from connection with a hospital and not only 
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prestige but the valuable post-graduate education and 
worth-while contact with other doctors. 

As long as people want to do something it is not 
necessary to pay them to do it. They pray for the 
privilege and vie with each other for the opportunity 
to do it. Just so with internships and staff positions, 
when so eagerly sought it is hard to think of having 
to pay for that kind of service. 


The Physicians’ Problem 

The hospitals formerly were supported by private 
benevolences and endowments together with more or 
less scanty appropriations from various political di- 
visions. Now with Community Chests combing 
communities with drives for hospital funds and direct 
taxation for hospital funds for the indigent medical 
care, the doctor of the newer generation is beginning 
to ask himself the question—‘‘Am I to have pressure 
put upon me to subscribe to the Community Chest 
funds, and to be taxed for hospital support and then 
be expected to donate my services? Am I to pay 
myself for the work I do in the hospitals ?” 

I am not declaring an attitude taken by the medical 
profession at all, but citing a little straw which may 
indicate the trend of things. 


HOSPITALS 




















The increased time and cost now necessary to be 
graduated into medicine is somewhat responsbile for 
the tendency of medical men to feel the need of en- 
listing in the ranks of the army devoted to the com- 
mercial policy of the present era. There is no gen- 
eral medical endorsement of this view and perhaps 
no wide-spread thought given to it, but we can un- 
derstand the impetus by the stress of the past five 
years. The influences which are developing a prob- 
lem for the physician are: The decreased income of 
the average wage earner, the decrease in the number 
of wage earners, and the tendency toward lowered 
fees for the physician because of his acceptance of 
the lessened fees paid by such government agencies 
as the CWA, the PWA, and the WPA on the 
ground that it was a patriotic duty in an emergency 
but now being regarded as a measure of what the 
doctor should charge in ordinary times. 

The practice among hospitals of having semi-pri- 
vate wards where the patient pays a minimum fee— 
which about covers the cost—while the medical serv- 
ice is given free is now up for thought in many 
localities. 


So Called Medical Problems Are Purely 
Social Problems 


Dayton has had no clinics for nearly two years. 
A survey, recently made, of a cross section of the 
city covering several hundreds of the very low in- 
come and indigent cases revealed that there was no 
lack of needed medical care among these groups—it 
showed that 50 per cent of so called medical prob- 
lems are purely social problems. 


Where Economy Is Necessary 


All the conditions above named, have a play in the 


possibility of future altered relations between the 
physician and the hospitals. 


No place in his work does the physician, the sur- 
geon, the obstetrician, or whoever works in the hos- 
pital, show such wanton extravagance in the use of 
medicines, dressings, and materials of all sorts as in 
the hospital. He may be frugal to the point of 
stinginess in his own home or office but when in the 
hospital he is on a wild spree of spending. This is 
an unfair attitude taken against the hospitals and 
should be stopped. 


No one will question the valuable experiences a 
doctor can or may get from his work in a hospital. 
On the other hand he may do himself great harm 
especially in his diagnostic growth; there is too 
strong a tendency to put his entire dependence upon 
laboratory or x-ray findings for his diagnosis. If 
he would use these means for substantiation or re- 
jection of his tentative diagnosis he would learn their 
real use and profit much by their aid. We cannot 
say that prolonged hospital experience where all in- 
struments of diagnostic and treatment precision are 
available is wholly of permanent benefit in one’s 
private practice where it becomes quite as important 
to treat the patient as to treat the disease. The per- 
sonal relation in the hospital is negligible but in pri- 
vate work its influence is a most important factor. 

So it is that the doctors may abuse the hospital 
and they may abuse the very valuable privileges the 
hospital accords them and thus fail to reap the bene- 
fits it has to give. No blame in this can be laid at 
the door of the hospital. 


So shall we say after all these years of co-partner- 
ship, there is but little dis-harmony between the doc- 
tors and the hospitals. 


The New York Lien Law 


On May 11, Governor Lehman signed the Par- 
sons Bill in relation to liens of hospitals and it 
became Chapter 534 of the Laws of 1934 of the 
State of New York. This is the successful culmi- 
nation of a continued effort extending over more 
than fifteen years on the part of the hospitals of this 
state to secure the passage of such a bill. 

The bill is quoted in full: 


AN ACT 
To amend the lien law, in relation to liens of hospitals 
The People of the State of New York, represented in 
Senate and Assembly, do enact as follows: 


Section 1. Chapter thirty-eight of the laws of nineteen 
hundred nine, entitled “An act in relation to liens, con- 
stituting chapter thirty-three of the consolidated laws,” 
is hereby amended by adding at the end of article eight 
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a new section, to be section one hundred and eighty-nine, 
to read as follows: 

§ 189. Liens of hospitals. 1. Every corporation incor- 
porated under genefal law or special act as a charitable 
institution maintaining a hospital in the state supported 
in whole or in part by charity, and every county, city, 
town or village operating and maintaining a hospital shall 
to the extent hereinafter provided have a lien upon any 
and all rights of action, suits, claims, counterclaims or 
demands of any person admitted to any such hospital 
and receiving treatment, care and maintenance therein, 
on account of any personal injuries received within a 
period of one week prior to admission to the hospital and 
as the result of the negligence of any other person or 
persons or corporation, which any such injured person 
or the legal representative of such injured person, in case 
of death as the result of such injuries, may or shall have, 
assert or maintain against any such other person or cor- 
poration for damages on account of such injuries, for the 
amount of the reasonable charges of such hospital, for 
such treatment, care and maintenance of such injured 
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person at cost rates in such hospital. No such lien shall 
be effective, however, unless a written notice containing 
the name and address of the injured person, the date of 
the accident, the name and location of the hospital and 
the name of the person or persons, firm or firms, corpora- 
tion or corporations alleged to be liable to the injured 
party for the injuries received, shall be filed in the office 
of the county clerk of the county in which such hospital 
is located, prior to the payment of any moneys to such 
injured person, his attorneys, or legal representatives as 
compensation for such injuries; nor unless the hospital 
shall also mail, registered and postage prepaid, a copy of 
such notice with a statement of the date and place of 
filing thereof to the person or persons, firm or firms, 
corporation or corporations, alleged to be liable to the 
injured party for the injuries sustained prior to the pay- 
ment to such injured person, his attorneys or legal repre- 
sentatives, as compensation for such injuries. Such hos- 
pital shall mail a copy of such notice to any insurance 
carrier which has insured such person, firm or corpora- 
tion against such liability. Such filing and mailing shall 
be deemed to be effective notwithstanding any inaccuracy 
or omission therein if the information contained therein 
shall be sufficient to enable the person or persons or 
corporation alleged to be liable, by the exercise of rea- 
sonable diligence, to identify the injured person, the 
occurrence upon which the claim for damages is based 
and the name and address of the hospital asserting the 
lien. Any hospital claiming a lien hereunder shall, in 
addition to the foregoing, file in the said county clerk’s 
office within five days of the discharge of any injured 
person, an additional notice of lien, duly verified, which 
shall show the total hospital charges which have accrued 
and no lien hreeunder shall exceed this amount. 


2. The lien of any such hospital shall attach: (a) To 
any verdict, decision, decree, judgment or final order 
made or rendered in any suit, action or proceeding 
brought in any court of this state, by such injured person, 
or the legal representative of such injured person, in case 
of death as the result of such injuries, against any other 
person or persons or corporation for the recovery of 
damages or compensation on account of injuries sus- 
tained through the negligence of any such person or 
persons or corporation or for the death of such person 
resulting therefrom, as well as to the proceeds of any 
settlement of any such verdict, decision, decree, judg- 
ment or final order made or rendered in any such suit, 
action or proceeding. 


(b) To the proceeds of the settlement or compromise 
of any such suit, action or proceeding, effected, before 
any verdict, decision, decree, judgment or final order is 
made or rendered therein, by any such injured person or 
his legal representative in case of death, with any other 
person, persons, or corporation whose negligence is 
claimed or alleged to have been the cause of said injuries 
or death, or with any other person or persons or corpora- 
tions on account thereof. 


(c) To the proceeds of the settlement or compromise of 
any such claim, demand, or cause of action effected, be- 
fore the commencement of any suit, action or proceeding 
thereon, by any such injured person or his legal repre- 
sentative in case of death, with any other person, or per- 
sons or corporation whose negligence is claimed or al- 
leged to have been the cause of said injuries or death, or 
with any other person or persons or corporation on 
account thereof. 


3. After the filing of the notice and mailing of the copy 
and statement as herein provided, no release of any judg- 
ment, claim, or demand by such injured person shall be 
valid or effective against such lien, and the person or 
persons or corporation making any payment to such in- 
jured person or his legal representative for the injury 
sustained shall for a period of one year from the date of 
such payment as aforesaid remain liable to such hospital 
for the amount of its reasonable charges as aforesaid due 
at the time of such payment, to the extent of the full and 
true consideration paid or given to the injured person or 
his legal representative, less the amount of any other 
liens or claims against such moneys superior to such hos- 
pital lien, and any such corporation or other institution 
or body maintaining such hospital may within such pe- 





riod enforce its lien by a suit at law against such person 
or persons or corporation making any such payment or 


gift. 


4. Every county clerk shall, at the expense of the 
county, provide a suitable, well-bound book, to be called 
the hospital lien docket, in which, upon filing of any lien 
claim under the provisions of this section, he shall enter 
the name of the injured person, the date of the accident, 
the name of the hospital or other institution making the 
claim. The said clerk shall make a proper index of the 
same in the name of the injured person and shall be 
entitled to twelve cents for filing each claim, and at the 
rate of eight cents per folio for such entry made in the 
lien docket and six cents for every search in the office 
for such lien and twelve cents for filing and entering dis- 
charge of lien. 


5. Any person or persons, firm or firms, corporation 
or corporations legally liable for such lien or against 
whom a claim shall be asserted for compensation for such 
injuries, shall be permitted to examine the records of any 
such corporation, or other institution or body maintaining 
such hospital in reference to such treatment, care and 
maintenance of such injured person. 


6. The lien of any such hospital under the provisions 
of this section shall not apply to any award or settlement 
made pursuant to the workmen’s compensation law of 
this state, nor to the proceeds of any such award or 
settlement, in respect to the injury for which a lien is 
filed, nor in case the amount paid to the injured person 
or his representative in the event of death in settlement 
or compromise is three hundred dollars or less. 


7. The provisions of this section to the contrary not- 
withstanding, the lien herein created shall be subject 
and subordinate to the lien of the amount recovered by 
verdict, report, decision, judgment or decree, settlement 
or compromise, of any attorney or attorneys retained by 
any such injured person or his legal representative in 
case of death, to prosecute his claim for damages for 
personal injuries or for the death of the injured person, 
having or acquiring by virtue of such retainer a lien on 
the cause of action of any such injured person, or his 
legal representative in case of death, or on the verdict, 
report, decision, judgment, decree made in, or any settle- 
ment or compromise of, any such action or claim for 
damages for personal injuries or for the death of such 
injured person; and, notwithstanding the provisions of 
this section, the lien created hereunder in no case shall 
be operative so as to create a priority or a precedence 
therefor as against any other lien, debt or claim in the 
administration of the estate of a decedent or the distri- 
bution of damages recovered or obtained on account of 
a wrongful act, neglect or default causing a decedent’s 
death, and the amount of the debt or claim covered by 
such lien in such a case shall have the same position as 
to priority and be payable in the same manner and to 
the same extent as otherwise provided by law. 


8. Execution upon any judgment obtained in an action 
based upon injuries for which a lien has been filed as 
herein provided shall be stayed until the lien has been 
satisfied or discharged in accordance with the provisions 
of this section. 


9. Upon the order of any court of record having juris- 
diction in the premises, any person, persons or corpora- 
tion against whom a lien shall have been filed and served 
may deposit the amount of any settlement or judgment 
less the amount of any other liens or claims against such 
moneys superior to such hospital lien, with the county 
treasurer in the county in which the lien is filed, except, 
in a county within the city of New York v vhere such 
deposit shall be made with the city chamberlain of such 
city, and the person, persons or corporation so depositing 
shall be discharged from all liability in connection with 
such lien which lien shall attach to the fund so deposited. 


10. Any such lien may be enforced by action or law 
against the person, persons or corporations claimed to 
be liable or against the fund deposited as hereinbefore 
provided in any court of record. 


§ 2. This act shall take effect immediately. 
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Organization and Administration of 


a Department of Anesthesia 


A. E. HARDGROVE 
Chicago, Illinois 


<_<. PAST twenty years has been a period of 
exceptional progress in the organization and admin- 
istration of hospitals. New departments have been 
added, new procedures instituted, and new equip- 
ment developed, all to the end that the hospital may 
become more efficient both in curative and preventive 
measures. In this march of progress, the anesthesia 
department has kept pace with other professional 
services of the hospital, so that today it warrants the 
importance of one of the major services in a well- 
organized hospital. 

The gauge by which all hospital growth is meas- 
ured—the ultimate good to the patient—can well be 
applied to the department of anesthesia. The new 
fields of surgery being continuously developed, and 
the increasing number of operations, has given rise 
to a greater variety of anesthetics. In order that the 
work of the surgeon may be facilitated and the well- 
being of the patient fully protected, there has had 
to be an increased number of persons trained in the 
skillful administration of the various types of anes- 
thetics. Accordingly, a well-organized department 
of anesthesia, staffed by this specially trained per- 
sonnel, is an essential part of any complete hospital 
service today. 

There can be no question as to the value of a com- 
petent medical anesthetist, but too often we find that 
either the physician, who has been unable to make 
a success of the practice of medicine, turns to anes- 
thesia, or the younger members of the medical pro- 
fession use it as a stepping stone to other fields rather 
than making anesthesia their major interest. Ac- 
cordingly, there has developed a large field of oppor- 
tunity for the graduate nurse, who has had a recog- 
nized post-graduate course in the giving of anesthet- 
ics, to serve the surgeon and the hospital as a Nurse 
Anesthetist. In view of the fact that this talk has 
been requested by the Ohio Association of Nurse 
Anesthetists, I will confine my remarks to the organ- 
ization of a department of anesthesia staffed with 
nurse anesthetists rather than one staffed with med- 
ical anesthetists. 


Organization of Department 
As I have indicated, I consider that the department 
of anesthesia should be an independent department 
of the hospital, on an equality with all other 
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departments such as nursing and dietetics, and 
directly responsible to the administrator of the 
hospital. The chief of the department should 
keep the administrator of the hospital fully informed 
of any adverse or unusual condition prevailing in the 
department, so that proper adjustment may be made, 
for in the last analysis, the administrator is respon- 
sible for whatever happens in the hospital whether 
he has had a direct part in it or not. While the 
head of a department should assume all the respon- 
sibility that is given her, yet, when there is an un- 
toward occurrence, she would be very foolish indeed 
not to report to the administrator so that he can 
assume the portion of responsibility that is his. Just 
as the Trustees, or other controlling authority of the 
hospital, should establish the general policy for the 
operation of the hospital, so it is the obligation and 
right of the administrator to interpret these policies 
to the staff and formulate the principles under which 
his department heads shall function in the operation 
of their departments. Loyalty demands that the ad- 
ministrator be kept fully conversant with the work 
of the department. 


Relationships to Doctors and Other Departments 

The Nurse Anesthetist serves as the agent of the 
doctor for whom the anesthetic is given, and his or- 
ders for the care of the patient are final. In practice, 
however, we find that many surgeons lean rather 
heavily on the training and experience of the anes- 
thetist. The nurse anesthetist is not qualified to 
make a pre-operative physical examination of the 
patient, but, before beginning an anesthetic, for the 
protection of both the patient and herself, she should 
see that a proper medical examination—particularly 
of the heart, lungs, and nasal and oral passages—has 
been made and properly recorded. Following oper- 
ation there should be a thorough follow-up of her 
patients so that the efficiency of her technique may 
be determined and her knowledge of anesthesia ad- 
vanced by complete information in regard to its after 
effects upon her patients. It is her duty to advance 
her knowledge so that she may be as efficient an aid 
to the surgeon as is possible. 

I always like to think of the operation of a hospital 
as compared with a symphonic production. In order 
that there be harmony, smoothness, and a pleasing 
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result, it is just as important that each department 
of the hospital and each employee keep in perfect 
unison with the others as do the players in a sym- 
phonic orchestra; so, to produce harmony and 
smoothness in operation, and a pleasing impression 
upon the patient, there must be complete cooperation 
between departments. 

There is in hospitals a peculiar sense of dual or 
triple responsibility, the surgeon being responsible 
for the professional care of his patient; the anes- 
thetist being responsible for the anesthetic she is 
giving under his orders; and the surgical supervisor 
being responsible that strict surgical technique is 
observed throughout, that hospital regulations are 
obeyed by all, and that the schedule of operations 
proceeds as smoothly as possible. Therefore, it is 
essential that the nurse anesthetist give the surgical 
supervisor her complete cooperation while in surgery. 


Qualifications of Anesthetists 


The chief anesthetist has already been referred to 
as the head of the department of anesthesia, and di- 
rectly responsible to the administrator of the hospi- 
tal. She should be chosen because of her ability as 
an executive, because of her superior experience and 
training, and because of her initiative in keeping 
abreast with developments in anesthesia, so that the 
department is able to render the latest and most ap- 
proved service in anesthesia. The definition of an 
organization as being the lengthened shadow of one 
person has always particularly appealed to me. As 
the chief anesthetist is, so, within very definite limits, 
will be the rest of her department. If she is tactful, 
courteous, and has a keen desire to serve, so will be 
her assistants. Every person in authority should 
constantly remember that they have a greater respon- 
sibility than their own work, and that is the standard 
that they set for those under them to follow. 

The assistant anesthetists should give the same 
degree of loyalty to their chief as has been outlined 
for the chief to give to the administrator of the hos- 
pital. The chief must be kept fully informed of any- 
thing unusual occurring during the course of the work 
of any assistant, for she is held responsible by the 
administrator for the work of each assistant. Ina 
well organized department, there should be at least 
one assistant with sufficient executive ability to as- 
sume control of the department during vacations and 
other absences of the chief. It should be the ambi- 
tion of each assistant to prepare herself so that she 
would be capable of assuming charge of a depart- 
ment when the opportunity is presented. 

It is assumed that both the chief and her assistants 
are graduates of recognized schools of anesthesia. No 
hospital having a competent nurse anesthetist is jus- 
tified in establishing a course in anesthesia and util- 
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izing her services to train personnel so that there 
may be available student anesthetists for use in 
reducing the overhead of the department. Such in- 
struction should only be given where there are facil- 
ities for theoretical post-graduate teaching in such ~ 
basic subjects as anatomy, physiology, pathology, as 
well as sufficient clinical training for a complete edu- 
cation in this specialty. It is the obligation of the 
national association, in cooperation with such inter- 
ested national bodies as the American Hospital Asso- 
ciation, to recommend an approved curricula and 
establish minimum requirements for schools of 
anesthesia. In this way only can the professional 
standing of the nurse anesthetist be maintained. 

The nurse anesthetist should be capable of con- 
ducting cost analyses to determine the efficiency of 
the equipment and the materials used in her depart- 
ment, so that she may advise the administrator of 
the hospital as to the most economical equipment to 
buy and the most efficient materials. Gas machines 
with rebreathing attachments have been greatly im- 
proved, so that it was our experience in the hospital 
with which I was formerly associated that these new 
machines not only paid for themselves within a year, 
through saving effected in gas consumption, but pro- 
duced additional revenue for the hospital together 
with improved anesthesia for the patient. 


It is understood that the choice of anesthetic rests 
with the medical staff of the hospital, but the anes- 
thetist must keep fully informed of all new develop- 
ments so that she may advise with the medical staff 
and the administration of the hospital. She must 
also be fully informed of all hazards associated with 
any given anesthetic so that the safety of the patient 
is fully safeguarded. The introduction of air con- 
ditioning, with proper humidity control, will be the 
most efficient means of eliminating hazards of ex- 
plosion, and it is interesting to note the number of 
hospitals that are considering the installation of air 
conditioning equipment in their surgeries. 


The anesthetist should possess a good mechanical 
sense so that her equipment is maintained at its max- 
imum efficiency at all times. Much waste can occur 
through use of equipment that is not properly main- 
tained, with increased hazard as well. The chief 
anesthetist is held responsible for the proper mainte- 
nance of the equipment in her department. 


Financial Consideration 


A well-organized department of anesthesia, doing 
sufficient work to warrant its maintenance in a pri- 
vate hospital, will produce a material amount of 
revenue for the hospital if charges are maintained 
somewhat equal to the usual professional charges 
for this type of service. The question arises whether 
to directly benefit the patient by reduction of fees, or 
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to indirectly benefit the patient by the return of any 
revenue to the general operating fund of the hospital. 
In view of the unfair competition that might arise 
from the former, the latter has been the more gen- 
erally accepted procedure in my estimation. 

There is a decided tendency toward the discontinu- 
ance of fee schedules for individual services, and the 
establishment of two charges only, one for daily bed- 
side care and the other, an inclusive fee covering all 
special types of service received. So the surgical 
fee, charged in addition to the daily rate for bedside 
care, would be a fixed fee comprising anesthesia, op- 
erating room, laboratory, dressings, and like service 
peculiar to the surgical patient. In this way, charges 
to the patient could be based on a very much closer 
evaluation of the cost of the individual service fur- 
nished, without any opportunity for criticism as to 
unfair competition. 

Salaries of nurse anesthetists accordingly are not 
determined by the revenue produced, but by a meas- 
ure of their responsibility compared to that of other 
professional employees of the hospital. The past 
five years, of course, have been abnormal, but on the 
whole, it would appear that nurse anesthetists re- 
ceived very good consideration in comparison to the 
financial difficulties encountered by hospitals. Their 
employment has been steady, and in most instances 
they receive full maintenance—particularly due to the 
fact that they must alternate on call after the usual 
hours of duty. Considering the comparatively short 
length of time devoted to post-graduate work, it has 
always appeared to me that the profession of nurse 
anesthetist offered many advantages to the graduate 
nurse who was qualified for this advanced training. 


Reports from hospitals throughout the country 
show that their financial conditions are universally 
improving, and it is to be hoped that nurse anesthet- 
ists, as well as other hospital employees, will soon be 
remunerated more adequately for their services. 
Hospital salaries as a rule were reduced at a much 
later date than were industrial wages, and the same 
condition is holding true on the upturn; that is, hos- 
pitals are much slower in restoring former salaries 
than is industry. The outlook for improved hospital 
conditions is very encouraging at this time. 


Current Publications and Association Membership 


Like other professional people, the nurse anes- 
thetist—so long as she continues in her work—will 
never complete her education. Research and expe- 
rience are ever developing new ideas, new methods, 
and new equipment. To render efficient service and 
fulfill the responsibilities outlined earlier in this 
paper, the nurse anesthetist must take advantage of 
every opportunity to broaden her knowledge of 
anesthesia. There are two ready means available; 


one the texts and periodical literature devoted to this 
subject ; and the other is attendance at the local, state, 
and national meetings of your own profession. 

Literature contains all new ideas advanced, and 
like in all other subjects, some are good and others, 
to say the least, not as workable as they might be. 
So meetings of the nature of this convention, where 
you can discuss with each other the practical applica- 
tion of new procedures, and where you can see prac- 
tical demonstrations, are of real value in supplement- 
ing the study of current publications. Accordingly, 
in the well-organized department of anesthesia, the 
nurse anesthetist should be encouraged by the admin- 
istration of the hospital to attend such conferences of 
their group. If financial conditions permit, a rea- 
sonable amount of the expenses of such attendance 
should be borne by the hospital, but certainly no 
deduction should be made from her salary for time 
spent in attending a conference such as this. What- 
ever is accomplished in increasing her knowledge of 
anesthesia, increases her value to the hospital pro- 
portionately. So, while the nurse anesthetist should 
have enough enthusiasm for her work to assume the 
initiative in improving her status, yet the progressive 
hospital administrator will do what he can to en- 
courage her in this endeavor. 

In addition to the self improvement to be gained 
by attendance at your group meetings, there is still 
another urgent need for the support of your state 
and national associations. The question of the status 
of the nurse anesthetist is still being questioned 
legally, and it is only through well-organized effort 
that you can protect your professional standing. 
After all, we are all salesmen. You have a commod- 
ity to sell—your personal service as an anesthetist 
to the surgeon, to the hospital, and to the patient. If 
your profession had not fulfilled a need it would 
never have progressed to the point where it now is. 
Your services are accepted by many of the most 
prominent surgeons, and in many of the most highly 
recognized hospitals. 


Accordingly, the more valuable you can make 
yourselves as anesthetists, the higher you can raise 
the standards of your profession by restrictions as 
to proper training, the greater confidence that you 
are able to create toward your services among the 
surgeons and their medical associates, the greater is 
the security of your profession. This cannot be done 
individually. Organization is the keynote of any 
group effort, so I would conclude with the thought 
that a properly organized and administered depart- 
ment of anesthesia, composed of nurse anesthetists, 
should be backed by strong state and national asso- 
ciations that are striving for the advancement of the 
knowledge, of the efficiency and of the value of their 
members. 
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California 
Church, I. O., M.D., county health officer, Alameda 
County, Oakland. 
Schwarz, Theodore E., M.D., asst. supt., Alameda 
County Hospital, Oakland. 


Colorado 


Juanita, Mother Noel, Oakes Home Sanitarium, 
Denver. 


Connecticut 
Wise, Maude E., R.N., supt., Litchfield County 
Hospital, Winsted. 


District of Columbia 
Garrett, Ross, coordinator, Central Admitting Bu- 
reau for Hospitals, Washington. 


Florida 

Dunn, C. O., St. Luke’s Hospital, Jacksonville. 
Illinois 

Busch, M. L., M.D., supt., Edgewater Hospital, Chi- 


cago. 

Lawlah, John W., M.D., med. dir., Provident Hos- 
pital and Training School, Chicago. 

Mazel, M. S., M.D., trustee, Edgewater Hospital, 
Chicago. 

Indiana 

Craver, Daisy J., supt., Clinton County Hospital, 
Frankfort. 

Franklin, Rev. E. T., supt., Methodist Episcopal 
Hospital, Fort Wayne. 

Hoover, E. Beryl, supt., Jasper County Hospital, 
Rensselaer. 
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lawn Hospital, Rochester. 


Maine 
Bean, Paul L., trustee, Central Maine General Hos- 
pital, Lewiston. 
Cushman, Mrs. B. G. W., trustee, Central Maine 
General Hospital, Lewiston. 
Mercure, Sister, supt., St. Mary’s General Hospital, 
Lewiston. 


Maryland 
Stout, Merrell L., M.D., asst. supt., University 
Hospital, Baltimore. 


Massachusetts 

Adams, Charles H., chrm. ex. comm., Melrose Hos- 
pital, Melrose. 

Burgess, Mary A., R.N., supt., Children’s Sunlight 
Hospital, Egypt. 

Chambers, Ralph M., M.D., med. supt., Taunton 
State Hospital, Taunton. 

Dexter, Roderick B., M.D., supt., Foxboro State 
Hospital, Foxboro. 

Gregson, Ruth E., R.N., supt., Jordan Hospital, 
Plymouth. 

Haskell, Villa M., R.N., supt., Whitinsville Hos- 
pital, Whitinsville. 

Holt, Earl K., M.D., med. supt., Medfield State 
Hospital, Harding. 

Lunt, Lawrence K., M.D., owner and med. dir., 
Valleyhead, Concord. 

Mortimer, Emma A., R.N., supt., Clinton Hospital, 
Clinton. 

Paine, Harlan L., M.D., med. supt., Grafton State 
Hospital, North Grafton. 

Raymond, C. Stanley, M.D., med. supt., Wrentham 
State School, Wrentham. 

Reed, Doris P., R.N., supt., Boston Home for In- 
curables, Boston. 

Ring, Hallam T., treas. and bus. adm., Ring Sana- 
torium and Hospital, Arlington. 

Shadman, Alonzo J., M.D., manag. dir., Forest 
Hills General Hospital, Forest Hills. 

Wallace, Mrs. Marjorie R., trustee and mem. ex. 
comm., Wesson Maternity Hospital, Springfield. 

Wallace, Martha A., R.N., supt., Henry Heywood 
Memorial Hospital, Gardner. 

West, Margaret A., supt., Benjamin Stickney Cable 
Memorial Hospital, Ipswich. 

Woodall, James M., M.D., med. dir., Adams Nerv- 
ine, Jamaica Plain, Boston. 


Michigan 
Bugbee, George P., asst. dir., University Hospital, 
Ann Arbor. 


Leckrone, M. E., M.D., owner and surg., Wood- 





Missouri 
Zwilling, Rev. Paul R., asst. supt., Evangelical Dea- 
coness Home and Hospital, St. Louis. 


New Hampshire 

Crowell, V. Geraldine, supt., New London Hospital, 
New London. 

Murphy, Alma, supt., Littleton Hospital, Littleton. 

Parsons, Mabel L., supt., The Franklin Institute, 
Franklin. 

Puffer, Frances B., R.N., supt., Huggins Hospital, 
Wolfeboro. 

Remick, Mrs. James M., pres., New Hampshire 
Memorial Hospital, Concord. 

Shaw, Grace C., R.N., supt., Cottage Hospital, 
Woodsville. 

New York 

Masur, Jack, M.D., asst. dir., Montefiore Hospital, 
New York. 

Seaman, Edna, supt., Parsons Sanitarium, Inc., 
Flushing, L. I. 

Oregon 

Coberth, Thompson, M.D., sec. treas., The Dalles 

Hospital, The Dalles. 


Pennsylvania 

Childs, Katherine, R.N., supvr. nrsg., Maternity 
Dept., Pennsylvania Hospital, Philadelphia. 

Fritz, H. G., supt., Conemaugh Valley Memorial 
Hospital, Johnstown. 

Gilbert, Norma, R.N., asst. supt. nrs., York Hos- 
pital, York. 

Gorrell, John, M.D., supt., Falk Clinic, University 
of Pittsburgh, Pittsburgh. 

Hosford, R. F., supt., Bradford Hospital, Bradford. 

McClelland, Helen G., R.N., dir. nrsg., Pennsyl- 
vania Hospital, Philadelphia. 

Skooglund, Charlotte, educ. dir., Philadelphia Gen- 
eral Hospital, Philadelphia. 


Tennessee 


Green, H. M., M.D., pres. emeritus, National Hos- 
pital Association, Knoxville. 


Vermont 
Churchill, Pearl A., R.N., supt., Rutland Hospital, 
Rutland. 
Collins, Sister, R.N., supt., Bishop De Goesbriand 
Hospital, Burlington. 
Isham, Vivian G., R.N., supt., Copley Hospital, 
Morrisville. 
Stevens, Jean, R.N., supt., Barre City Hospital, 
Barre. 
Wisconsin 
Seraphia, Sister M., supt., St. Agnes Hospital, 
Fond du Lac. 









Among the Associations 


State and Province Association News 


The Tri-State Hospital Assembly Stages 
Its Best Convention 


The Tri-State Hospital Assembly, composed of 
the Hospital Associations of Illinois, Indiana, and 
Wisconsin, holds its annual conference in Chicago in 
the spring of each year. This Assembly held its 
initial meeting in 1930 and has grown in attendance 
and interest until it is at present one of the important 
conferences of hospital people that is held during the 
year. The 1936 convention brought a total regis- 
tration of 1,352, distributed as follows: 


Superintendents 

Nurses 

Dietitians 

Medical Social Workers 

Record Librarians 

Occupational Therapists 

Laboratory Technicians 

Pathologists 

Pharmacists 

Physiotherapists 

Accountants—Office Personnel 

Anesthetists 

Engineers 

Housekeepers 

Educational Directors 

Medical Staff 

Women’s Auxiliaries 

Trustees 

Organization Representatives—National— 
Regional—State 

Students—Miscellaneous 


Every session of the various organizations partici- 
pating in the Conference was well attended, and 
frequently the accommodations for the meeting were 
taxed to the limit. 


Particularly worth while were the programs that 
had been arranged for the week’s conferences. Un- 
der the able direction of Dr. Malcolm T. MacEach- 
ern and his associates on the Program Committee, 
the program was so well coordinated and ably pre- 
sented that it compared favorably with the programs 
of the national hospital associations. Every phase 
of hospital activity was presented and discussed at 
three or more of the forty separate meetings. 
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Malcolm T. MacEachern, M. D. 
Chairman of the Program Committee 


Maurice Dubin 
Executive Secretary of the Tri-State Hospital Assembly 
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C. C. Hess, President, 
Indiana Hospital Association 


The themes of the conference sessions were “The 
Adequacy of the Care of the Patient” discussed from 
the viewpoints of the administrator, the medical staff, 
the nurse, the clinical pathologist, the radiologist, the 
physical therapist, the dietitian, and the medical so- 
cial worker. 

One of the interesting sessions was the Joint Con- 
ference of the Boards of Trustees and the Women’s 
Auxiliaries, led by Alfred C. Meyer, president of the 
Board of Trustees of Michael Reese Hospital, Chi- 
cago. On the program of this session appeared Rev. 
John W. Barrett, diocesan director of Catholic Hos- 
pitals; H. J. Eisen, secretary of the Board of Mt. 
Sinai Hospital, Milwaukee; Rev. James Lawson, 


R. C. Buerki, M. D., President, 
Wisconsin Hospital Association 











E. I. Erickson, President, 
Illinois Hospital Association 


president of the Methodist Hospital, Gary; Mrs. 
Morris Fishbein, president of the Women’s Auxil- 
iary of Chicago Lying-In Hospital, and Mrs. Clyde 
E. Shorey, president of the Women’s Board, Presby- 
terian Hospital. 

The Annual Banquet, held on Wednesday night, 
was attended by three hundred guests. Dr. R. C. 
Buerki, president of the American Hospital Associa- 
tion and Wisconsin Hospital Association, was the 
toastmaster. The guest orator for the evening was 
the Very Reverend Michael J. O’Connell, C.M., 
C.T.D., president of DePaul University. A sound 
thinker and a gifted orator, Father O’Connell deliv- 
ered one of the finest, if not the finest, inspirational 














A. G. Hahn, Secretary, 
Indiana Hospital Association 





J. G. Crownhart, Secretary, 
Wisconsin Hospital Association 


Howard E. Hodge, Secretary, 
Illinois Hospital Association 








addresses to which hospital people have had the 
pleasure of listening. The subject of his address was 
“The Soul of Healing.” Im eloquent and forceful 
speech he outlined the services of the hospitals to 
humanity, their responsibilities and their obligations 
to community life, and their place in healing the 
physical wounds of the people they serve. He em- 
phasized the values of the work the hospitals are 
doing, and the fine part the personnel of our insti- 
tutions play in making the hospital the best of public 
welfare agencies. He urged the hospitals never to 
depart from their traditions as institutions of mercy, 
and as homes for the indigent sick. If our hospitals 
ever forgot their obligations to the poor, it would be 
better that they close their doors. 


The annual ball was held immediately after the 
close of the banquet. Both the banquet and the ball 
were sponsored by the Chicago Hospital Association. 

Each of the three state associations held separate 
sessions to conduct the business of the respective 
associations. Presidents E. I. Erickson of Illinois, 
R. C. Burki of Wisconsin, and C. C. Hess of Indi- 
ana presided at the state meetings. 


The success of their annual assemblies is due, in 
a large part, to the executive-secretary of the 
Assembly, Maurice Dubin, director of Mt. Sinai 
Hospital, Chicago, who directed the convention’s 
activities, made all the arrangements for the conven- 
tion accommodation, and staged an educational and 
commercial exhibit in which more than sixty firms 
and associations participated. 


And so was brought to a close the 1936 Tyi-State 
Hospital Assembly, the best attended and the most 
interesting in the history of the three state associa- 
tions. It will continue to grow and prosper because 
it deserves the success which has come to it. The 
able leadership of the state and city associations 
sponsoring it, the fine programs which it always pro- 
vides, and the close cooperation of hospital and auxil- 
iary associations which meet together each year, in- 
sure for the Tri-State Assembly a front rank in 
hospital conventions. 


—— 


Summary of Convention of Association 
of Western Hospitals 


Held in San Francisco, April 20-23, 1936 


The Association of Western Hospitals has con- 
cluded its Annual Convention in San Francisco, 
Caifornia. Meeting at the same time and place 
were the Western Catholic Hospital Association and 
the Association of California Hospitals. There were 
nearly 800 registered in attendance and included hos- 
pital executives, nurses, medical social workers, 
dietitians, librarians, and many others. The pur- 


veyors presented a very extensive exhibit which 
proved a source of education for the hundreds who 
passed through the exhibits during the days of the 
convention. The distinguished guests from the east 
in attendance were Dr. Malcolm T. MacEachern, 
associate director, American College of Surgeons, 
Dr. Fred Carter, president of the American College 
of Hospital Administrators, and Dr. Robin C. Buer- 
ki, president of the American Hospital Association, 
all participating in the general assemblies and took 
part in the round table discussions. 

The convention opened with a dinner on Sunday 
evening, April 19, 1936, given to the officers of the 
various associations and the distinguished guests in 
attendance. The large public mass meeting on Mon- 
day evening, April 20, was attended by many hun- 
dreds of people taxing the capacity of the civic audi- 
torium. Dr. Alexander Meiklejohn, author and lec- 
turer, was the speaker. Greetings were extended by 
the Mayor of the City of San Francisco and other 
local notables appeared on the platform. The object 
of the convention was the discussion of the evolution 
of the modern hospital to fit our changing conditions ; 
all of the addresses as well as the round tables were 
directed toward the discussion of this theme. 


It developed that established hospitals each have 
a place in the community and should serve the com- 
munity covering the acknowledged service that 


should be performed by such institutions. Voluntary 
hospitals are expected to adequately serve their 
field by providing sufficient facilities and to take such 
steps as seem wise and necessary to establish better 
economic conditions for patients in order that the 
hospital care may be available. Considerable discus- 
sion was devoted to the place of the public hospital 
in the field and it was the sentiment of the conven- 
tion that public institutions should remain out of 
competition with private institutions and should be 
concerned locally with the development of mutual 
plans between the private hospitals and public hos- 
pitals so that each might better serve the people in 
its respective capacities. A resolution was adopted 
urging the development of the periodic payment plan 
covering hospital care in private institutions and 
stress was laid on the necessity of the executives of 
public hospitals to support and help foster such plans 
in the community where the institutions were estab- 
lished. 

Many round tables were devoted to the subjects 
having to do with better administrative leadership. 
To accomplish this purpose it was recommended that 
hospital councils should be formed and conferences 
held in communities and states. A continuous pro- 
gram of training of personnel should be inaugurated 
and personnel better trained to higher standards of 
efficiency should replace those not competent to 
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There is one time in the life of nearly every hospital worker when he or she 
needs a new position. 


It is equally true that the hospital frequently must find new personnel who 
are skillful and experienced. 


Where to find a new and better position or—where to find skilled and reliable 
personnel—that is our task and we are solving it successfully today. 


If your hospital should need a supervisor or instructor—a technician or diet- 
itian—a resident or a physician who is a specialist—a pathologist or radiol- 
ogist—or if you would advance your own position—we ask that you tell us 
your exact needs. 


In absolute confidence we will help you find the right personnel, or—that 
finer opportunity for your own efforts. 





Among the well-trained and skillful candidates whom we can recommend to you are: 
Hospital Administrators Social Workers Resident Physicians 

Directors of Nurses Laboratory and Research — Physicians who are qualified 
Assistants W orkers to head the various de- 
Instructors Physiotherapists partments in hospitals, 
Supervisors Occupational Therapists group clinics, teaching, 
Anaesthetists Dietitians public health and indus- 
Staff Nurses. Medical Secretaries trial organizations. 
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serve in their respective capacities in the institution. 
A constant program of study to perfect better ad- 
ministration of the hospital itself as well as the vari- 
ous departments, was the theme of many discus- 
sions. Throughout the convention attention was 
directed to the constant need of a program of edu- 
cation for hospital people themselves, attending staff, 
and also the community, to the end that there could 
be intelligent combat waged against the demand for 
organized changes in hospital care, or methods of 
supplying the people care under economic schemes 
that were found inadequate or impossible to operate. 

Representatives of organized medicine appeared 
on the program and expressed a friendly cooperative 
attitude toward the associations themselves. Organ- 
ized medicine desires to remain friendly but must 
preserve professional standards and offered the sug- 
gestion that both the hospitals and organized medi- 
cine would proceed much further with mutual un- 
derstanding and sympathy, each for the other, in 
the solution of problems common to both. 

The Convention adjourned with the installation of 
officers on April 23, 1936. The new officers elected 
are: 

Pres.-Elect—Dr. Glenn Myers, Medical Director, 
Compton Sanitarium, Compton, California. 

First Vice-Pres—William P. Butler, Superin- 
tendent, San Jose Hospital, San Jose, California. 

Second Vice-Pres.—J. Howard Jenkins, Superin- 
tendent, Thomas D. Dee Memorial Hospital, Ogden, 
Utah. 

Treas.—A. C. Jensen, Superintendent, Fairmont 
Hospital of Alameda County, San Leandro, Cali- 
fornia. 

Councillors : 

George U. Wood, Superintendent, Peralta Hos- 
pital, Oakland, California. 

E. S. Erwin, Assistant Comptroller, Stanford 
University, Palo Alto, California. 

George W. Olson, Assistant Superintendent, Los 
Angeles County General Hospital, Los Angeles, 
California. 

F. S. Durie, Superintendent, University of Cali- 
fornia Hospital, San Francisco, California. 

R. E. Heerman, Superintendent, California Lu- 
theran Hospital, Los Angeles, California. 

Ex-officio—J. V. Buck, Superintendent, St. Luke’s 
Hospital, Spokane, Washington. Immediate past 
president. 


The Iowa Hospital Convention 


The Iowa League of Nursing Education, the Iowa 
State Dietetic Association, and the Iowa State Rec- 
ord Librarians’ Association met with the Iowa Hos- 


pital Association to hold their conventions concur- 
rently on April 27 and 28, at Des Moines. 


The opening address of the convention was by 
Robert E. Neff, administrator of University Hos- 
pitals, Iowa City, on “Widening Horizons in Hos- 
pital Economics.” “Public opinion,” said Mr. Neff, 
will demand adequate medical care for those in 
need.” The waste in the selection of incompetent 
hospital administrators was one of the first factors 
influencing hospital economics discussed. Changing 
conditions in nursing education and nursing schools 
was particularly emphasized. Nurses have been de- 
termined to dignify their profession by the raising of 
standards of education and service. Schools have 
been discontinued, and undoubtedly more will be, as 
they no longer were an economic advantage. The 
education of the nurse is a public responsibility, and 


- endowments, philanthropy, and schools of higher 


education must supplement the hospital as less time 
is spent in the wards, and more on theory. When 
the student’s services no longer pay her way, she or 
someone else must meet her educational expense. 
The restriction of the last few years in philanthropy 
and the lack of sufficient public support for the care 
of the indigent were also emphasized. 


Miss Viana McCown, director of Nursing Educa- 
tion for the state of Iowa, in speaking on the “Future 
of Nursing Education,” looked forward to the time 
when all theoretical preparation would be given in a 
Junior College or University, and the hospital used 
only for a nursing internship such as it is used now 
in the medical profession, with practical experience 
being given in pediatrics, communicable disease, 
tuberculosis, and psychiatric nursing as well as the 
general nursing experience usually given today. She 
also felt that dispensary and home nursing experi- 
ence were indispensable. She stated that progress 
was being made in aptitude tests for prospective 
nurses, so that only those fitted would be accepted 
for this education. 


The program consisted largely of round table dis- 
cussions on general subjects. These were led by 
Robert E. Neff, Dr. C. W. Munger, president-elect 
of the American Hospital Association; Fred P. G. 
Lattner, secretary of the Iowa Hospital Association, 
and Dr. William H. Walsh, hospital consultant, 
Chicago. Much interest was evidenced in revised 
rates for service that would more adequately repre- 
sent the cost of rendering the service, and likewise 
assist in obtaining a fairer remuneration from insur- 
ance and tax sources. 


A. M. Calvin, chairman of the Legislative Com- 
mittee of the American Hospital Association, gave 
a very complete presentation of state and national 
legislation that has been recently passed and that is 
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in the manufacture of Petrolagar is one of the chief 
reasons for its efficiency. Every step in the process 
of making Petrolagar, from tests of raw materials 
on through each phase in its production, literally 
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Because of this control Petrolagar can always 
be relied upon for its uniform consistency and action. 
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now under consideration. This was followed by an 
interesting round table on legislative matters. 

The convention closed with the election of the fol- 
lowing officers for the ensuing year: President, G. 
T. Notson, Supt. Methodist Hospital, Sioux City; 
First Vice President, Sister M. Alfreda, Supt. St. 
Joseph Mercy Hospital, Ft. Dodge; Second Vice 
President, Miss Ellen Standing, Supt. Sunny Slope 
Sanitarium, Ottumwa; Treasurer, J. P. Van Horn, 
Supt. Methodist Hospital, Cedar Rapids; Secretary, 
F. P. G. Lattner, Supt. Finley Hospital, Dubuque; 
and Trustees for three years: E. M. Hauge, Supt. 
Lutheran Hospital, Ft. Dodge, and R. A. Nettleton, 
Supt. Methodist Hospital, Des Moines. Mr. Nettle- 
ton, the retiring president, presided at the meetings. 


Inter-Allied Professional Association 
Formed in South Dakota 


For the advancement and protection of their mu- 
tual interests, the State Hospital Association, Medi- 
cal Society, Dental Society, Pharmaceutical Society 
and Nurses Association, while meeting in concurrent 
conventions, formed ‘an Inter-Allied Professional 
Association. The State Medical Veterinary Associ- 
ation, although not meeting with them, joined in the 


mutual association. This is probably the first organ- 
ization of its kind and if the success of the first joint 
meeting is a criterion, the association will be very 
effective in promoting the interests of these organ- 
izations in their health activities. The banquet was 
attended by fifteen hundred members and guests. 
President C. M. Austin presided over the State 
Hospital Convention. The following topics were 
presented : 
Hospital Councils 
Ohio Bill No. 175 
Arden FE. Hardgrove, assistant executive sec- 
retary, 
American Hospital Association, Chicago 
Hospital auxiliaries 
Anna Berdahl, 
Sioux Valley Hospital 
Licensing and Inspection of Hospitals 
George Kienholz, 
Pierre Clinic 
National Hospital Day 
Sister M. Celine, 
St. Luke’s Hospital 
Standardization of South Dakota Hospitals 
P. J. Blegen, 
Peabody Hospital 
The Importance of an Accurate Accounting 
System 


M. F. Beveridge, 
Sioux Valley Hospital 


The South Dakota Association is quite active in 
state legislative work, and recently secured an appro- 
priation of one half of the state beer tax for hos- 
pitals. This is distributed to the counties according 
to population for the care of indigents by the county 
in hospitals, either public or private. Further efforts 
will be made at the next meeting of the legislature 
to secure added benefits for the hospitals of the 
state, and a state plan of group hospitalization is to 
be studied. 


C. M. Austin, superintendent of Sioux Valley 
Hospital, Sioux Falls, was re-elected president, and 
George Kienholz was re-elected secretary-treasuret 
for the ensuing year. 


ee eee 


The Mississippi State Hospital 
Association 


The State Hospital Association of Mississippi held 
its annual convention in Greenville, Monday, May 
4. The sessions were opened by Dr. Hugh A. 
Gamble, president of the Association, who presented 
the President’s Address, the text of which appears 
in full in this issue. The reports of the Committees 
on Community Hospitals, Legislation, Charity Hos- 
pitals, Mental Hospitals, Membership, Public Rela- 
tions, Minimum Standards, Nurses and Nursing, 
Constitution and Rules, Publications, Hospitaliza- 
tion Insurance, Hospital Taxation, Hospital Staff 
Rules and Regulations, and National Hospital Day 
were presented, discussed at length, and adopted. 

Of particular interest was the review of the ac- 
complishments of the Legislative Committee, under 
the chairmanship of Dr. J. Gould Gardner of Colum- 
bia, and its members, Dr. Hugh A. Gamble of 
Greenville, Dr. George E. Adkins, Jackson, Dr. A. 
B. Harvey, Tylertown, and Dr. F. M. Acree, Green- 
ville. During the past year they had introduced into 
the Legislation, passed and approved by the Gov- 
ernor, a bill creating a State Hospital Commission 
consisting of a member appointed by the Governor 
from each of the four State Judicial Districts, and 
one member at large. This Commission is charged 
with the responsibility of inspecting and approving 
those hospitals which will participate in the appro- 
priation for the care of indigent sick in Mississippi. 
The bill carried liberal appropriations for the opera- 
tion of the four state charity hospitals, located in 
Jackson, Meridian, Natchez, and Vicksburg, and the 
appropriation of $500,000 to reimburse the com- 
munity hospitals for the care of indigent sick coming 
to them. This sum would reimburse the hospitals 
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for approximately 75,000 patient days’ service to 
the indigent sick for each of the next two years. The 
efficient work of the Legislative Committee and the 
State Association secretary, Dr. Leon S. Lippincott 
of Vicksburg, is emphasized in their success before 
the State Legislature. The first appropriation made 
for community hospitals was $23,000, the second 
$125,000, and the appropriation for the present 
biennium is $500,000. The appropriation is to be 
apportioned to the various districts in proportion to 
their population. 


This is the first, the most comprehensive, and in 
all respects, the most substantial effort that any rural 
state has made in the discharge of the state’s re- 
sponsibility for the hospitalization of its indigent 
sick. The Governor of Mississippi, the Honorable 
Hugh White, one of the state’s most prominent busi- 
ness men and philanthropists, has through his sup- 
port of this legislation, made possible the proper 
hospitalization of every indigent citizen in Missis- 
sippi in the hospital nearest his home and family, 
and staffed by the best medical men in the state. He 
has safeguarded the interests of the sick poor, and 
the finances of the state as well, in advocating and 
approving after legislative action as sound a humani- 
tarian program as has been established by the laws 
of any state. 


Another notable accomplishment of the Legisla- 
tive Committee was securing the passage of a bill 
exempting voluntary or community hospitals from 
taxation, when such hospitals established and main- 
tained a ward for the care of indigent patients. 

A third accomplishment of the community was the 
introduction and passage of an enabling act, granting 
hospitals the authority to establish and operate group 
hospitalization plans. 

In the afternoon the convention was addressed by 
Dr. Neal N. Wood of Birmingham, Dr. A. J. 
Hockett of Touro Infirmary, New Orleans, and Dr. 
Bert W. Caldwell, executive secretary of the Ameri- 
can Hospital Association. 

The Annual Banquet and Ball was held on Mon- 
day evening. The toastmaster was Dr. J. P. Wall, 
Mississippi Baptist Hospital, Jackson, and the guest 
speakers were the Honorable Mrs. John Robinson, 
Canton, Dr. J. R. Hill, president of the Mississippi 
State Medical Association, Corinth, and Dr. Hugh A. 
Gamble. 

The attendance was very large, all but two of the 
hospitals of the state sent representatives. The 
officers elected for the coming year are: 


President—A. M. McCarthy, M.D., Electric Mills 

Vice-President—A. Street, M.D., Vicksburg 

Secretary-Treasurer—Leon S. Lippincott, M.D., 
Vicksburg 


Board of Directors—A. M. McCarthy, M.D., A. 
Street, M.D., Leon S. Lippincott, M.D., H. A. 
Gamble, M.D., V. B. Philpot, M.D. 

The Round Table on Hospital Accounting and 
Statistics was led by Miss Caroline T. Snyder, 
superintendent of Trinity Hospital, Little Rock. It 
was one of the most interesting features of the pro- 
gram. 


The Thirteenth Annual Conference of the 
Minnesota State Hospital Association 


The Minnesota State Hospital Association met in 
St. Paul, May 14 and ‘15, with a total registration 
of 464, the largest in its history. The State Dietetic 
Association and the Association of Record Libra- 
rians held their annual conferences at the same time. 

The convention opened with President Victor M. 
Anderson in the chair, and the Thursday morning 
meeting was devoted to the reports of the standing 
committees and their discussion. : 

The morning session closed with the Round Table 
on “Small Hospital Problems,” which was conducted 
by Dr. A. F. Branton, superintendent of the Willmar 
Hospital and Clinic. 

The luncheon at the Lowry Hotel was featured 
by the address of welcome by the Honorable Mark 
H. Gehan, Mayor of St. Paul, an address by R. C. 
Buerki, M. D., president of the American Hospital 
Association, on “Unified Plan of Hospital Relation- 
ship,” an address by Dr. Malcolm T. MacEachern, 
associate director of the American College of Sur- 
geons, on “The Educational Opportunities of the 
Hospital,” and a discussion by Dr. W. H. Hengstler 
of the Minnesota State Medical Association on 
“Medico-Legal Aspects of Keeping Hospital Rec- 
ords.” 

The Thursday afternoon program featured a 
Symposium on Nursing Education. E. Muriel 
Anscombe discussed “The New Curriculum for 
Schools of Nursing,’ and Dr. George Earl discussed 
“Nursing Education from the Medical Point of 
View.” The discussion on ‘both papers was led by 
Joseph G. Norby of Fairview Hospital, Minneapolis, 
and J. J. Drummond of the Worrall Hospital, 
Rochester. 

Other papers presented at this session were 
“Group Hospitalization in the Twin Cities,” by A. 
E. van Steenwyk; “The Control of Tuberculosis 
Among Nurses and Hospital Employes,” by Dr. H. 
A. Burns, medical director of the State Sanatorium, 
Ah-Gwah-Ching, and “Determining Hospital Eligi- 
bility Requirements for Free Care,” ‘by Mrs. E. M. 
Kasper of the Wilder Charities, St. Paul. 

The annual banquet was held on Thursday eve- 
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ce Y job, as I analyze it,” said the superintendent of one of the coun- 
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ning at the St. Paul Hotel. President Victor M. 
Anderson delivered his presidential address, and the 
guest orator was Dr. William A. O’Brien, associate 
professor of pathology, University of Minnesota. 


Friday morning’s session was opened with a skit 
entitled “Admission and Discharge of Patients,” 
arranged by Dr. Peter D. Ward of the Charles T. 
Miller Hospital, followed by a paper on “Fire 
Prevention for Hospitals,’ by Dewey Johnson, 
Deputy Fire Marshal, and a symposium on “Provid- 
ing Funds for the Operation of the Hospital.” The 
panel discussions on this symposium were “Govern- 
mental Assistance,’ “Current Revenues,” “Endow- 
ments, Gifts and Donations,’ and “Group Hospital- 
ization.” 


At the luncheon, Dr. Fred G. Carter addressed 
the meeting on “Administrative Leadership,” and 
Dr. Bert W. Caldwell addressed the meeting on 
“Our New Publication.” 


The Friday afternoon session was opened with 
Sister M. Patricia, superintendent of St. Mary’s 
Hospital, Duluth, the president-elect of the Associa- 
tion, in the chair. Rev. F. O. Hanson, superintend- 
ent of the Swedish Hospital, Minneapolis, addressed 
the convention on “To What Extent Can Hospital 
Rates Be Standardized in a State?’ This paper was 
discussed by S. W. Rice, superintendent of St. Bar- 
nabas Hospital, Minneapolis, and James McNee of 
St. Luke’s Hospital, Duluth. 


Carl Hibbard, manager of Veterans Adminis- 
tration, Minneapolis, addressed the convention on 
“Looking Forward,” (the full text of his address 
appears in this issue). This paper was discussed by 
Paul Fesler, superintendent of Wesley Memorial 
Hospital, Chicago. The session closed with a Round 
‘Table on “Administrative Problems,” conducted by 
E. Muriel Anscombe. 

The officers elected for the coming year are as 
follows : 

President—A. F. Branton, M. D., Superintendent 

Willmar Hospital and Clinic, Willmar 

President-elect—Sister M. Patricia, O.S.B., Super- 

intendent St. Mary’s Hospital, Duluth 

Ist vice-president—Peter D. Ward, M. D., Super- 

intendent Chas. T, Miller Hospital, St. Paul 
2nd vice-president—H. A. Burns, M. D., Medical 
Director State Sanatorium, Ah-Gwah-Ching 

Treasurer—Ray Amberg, Superintendent Univer- 

sity Hospital, Minneapolis 

Executive-secretary—Arthur M. Calvin, Execu- 

tive Manager Mounds Park and Midway Hos- 
pitals, St. Paul 

Trustees—A. G. Stasel, Superintendent Eitel Hos- 

pital, Minneapolis 


Term Expires 1938 
S. R. Lee, M. D., Superintendent Ancker Hos- 
pital, St. Paul 
Term Expires 1938 
Joseph G. Norby Superintendent Fairview Hos- 
pital, Minneapolis 
Term Expires 1937 
J. J. Drummond, Manager Worrall Hospital, 
Rochester 


New Officers of the Pennsylvania 
Hospital Association 


President 

Melvin L. Sutley, superintendent, 

Delaware County Hospital, Drexel Hill. 
President-elect 

Mary B. Miller, superintendent, 

Presbyterian Hospital, Pittsburgh. 
Vice-presidents 

Col. Percy L. Jones, director, 

Hamot Hospital, Erie. 

Sister M. Francis de Sales, superintendent. 

Misericordia Hospital, Philadelphia. 
Treasurer 

Elmer E. Matthews, superintendent, 

Wilkes-Barre General Hospital, Wilkes-Barre. 
Executive Secretary 

John N. Hatfield, administrator. 

Pennsylvania Hospital, Philadelphia. 
Trustees 

Dr. J. Allen Jackson, superintendent, 

Danville State Hospital, Danville. 

Lewis N. Clark, superintendent, 

Germantown Dispensary and Hospital, Philadel- 

phia. 
William H. Hutt, first vice-president, 
Third Federal Reserve Bank, Philadelphia. 


a 


New Officers of Indiana Hospital 
Association 

President-Elect—Edgar Blake, Methodist Hos- 
pital, Gary, Indiana. 

President—Gladys Brandt, Cass County Hospital, 
Logansport, Indiana, 

Vice-President—J. B. H. Martin, Indiana Univer- 
sity Hospital, Indianapolis, Indiana. 

Treasurer—V. I. Sandt, Fairview Hospital, La 
Porte, Indiana. 

Executive Secretary—Albert G. Harn, Deaconess 
Hospital, Evansville, Indiana. 

Trustees—Earl Wolf, City Hospital, Indianapolis ; 
C. C. Hess, Methodist Hospital, Indianapolis; and 
Renda Raines, Kings Daughters Hospital, Madison, 
Indiana. 
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: OVER-BED 
TABLE— 


All-Metal 
Adjustable 


al, 


WONT BLOW 
ALL OVER » » 


ba Gpeseniasear is so characteristic of hospitals that 
disorder is the more notable. It is an unwritten 
law that preventible disorder is intolerable. That is 
probably one reason why Kenwood Folded Kerchiefs 
in their neat, attractive, individual boxes have been 
received so enthusiastically. They are not only protect- 
ed from contamination, but they won’t blow all over. 
No unsightly pile on the patient’s table. No vagrant 
kerchiefs blown about the room, 


Crank type adjustment — Square tube ee rks KENWOOD 
pedestal ends and bottoms — Maximum me eae fo lIded 


height 44 inches, minimum height 31 inches Ss 
—Length 43 inches—Adjustable desk cen- ——— KERCHIEFS 


ter, 14x141/4, inches, has chromium-plated 


besides contributing to neatness help to reduce expense 
by eliminating waste. No temptation to grab a fist full 
— the practical box releases just one double sheet at 


book holder—Metal top or linoleum or | 
casters—Finish in color desired. An attrac- | a time. The quantity—100 to a box—is just right for 


Stedman rubber—Mounted on glides or 


the average patient—no partially emptied boxes to be 


i le, very convenient and sturdy. . 
tive: tate, y y destroyed. And they are far more convenient to use. 


Kenwood Folded Kerchiefs have become a regular part 
of the service in hospitals all over the country. They are 
preferred in place of cloth or gauze squares for pneu- 
monia cases, ether wipes, post operative tonsil napkins. 


FR ANK A, H ALL & SONS Soft as old linen, they are also preferred by the patients. 


P-899— Price per case, $4.40. 10 case lots, per case, $3.95 


NEW YORK CITY 20 case lots, per case, $3.75. 


OFFICES SALESROOMS Prices f. 0. b. Milwaukee. 
118-122 BAXTER ST. 25 WEST 45TH ST. | WILL ROSS, Inc., Wholesale Hospital Supplies 


Write for new Bulletin on Various Types of 
Hall Metal Over-bed and Bedside Tables. 


779-783 N. Water Street Milwaukee, Wisconsin 
RS aS Same eS ARMM Te RIE 
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Of Special Interest to the Buyer 


STEINMETZ, SHORTLY before he died, said 
that the great discoveries had already been made in 
electricity but that the age on whose threshold he 
then stood would be known to history as the age 
of chemistry. Newspapers have been reporting for 
some years now, that man has been trying to make 
an artificial rubber. Now it is announced by E. I. 
Dupont de Nemours & Co. that they have a new hos- 
pital sheeting made of Dupont “DuPrene,” the new 
«vian-made rubber. Hospital superintendents will be 
interested in these tests. We quote: 

“Tests made on ‘DuPrene’ with vegetable oils, 
such as palm and olive, often used in rubbing com- 
pounds, have no effect on ‘Duprene.’ Samples of 
‘Duprene,’ actually boiled in oil for hours, with the 
residue allowed to remain on the surface for 30 days, 
show no deterioration whatever. Alcohol and urine 
are as harmless as water to ‘DuPrene.’ 


“There are a great many acids and alkalies of 
varying chemical compositions that attack rubber 
readily. Most of these that hospital sheeting meets 
in everyday use were found to be as friendly to 
‘DuPrene’ as water. 


“Du Pont ran an amazing series of tests on ‘Du- 
Prene’ and nature’s rubber simultaneously in their 
laboratories. Both were immersed one week in a 5 
per cent phenol solution, one week in urine, one week 
in a concentrated soap solution, one week in alcohol, 
one week in olive oil, and one week in mineral oil. 

“At the end of the test, ‘Duprene’ was found to 
be virtually unchanged under tests for tensile 
strength, bursting strength, pliability, etc., whereas 
the rubber coated sheetings had completely deteri- 
orated.” 

accdaniadiaan 

THOSE SUPERINTENDENTS nd nurses 
who have had their troubles with call systems will 
be interested in the announcement sent us by The 
Standard Electric Time Company. They now have 
an improved type of nurses’ call station receptacle 
and plug. In the first place they have strongly se- 
cured the plug to the cord in such a way they say 
it can never become loose or detached from the cord. 
That alone will be good news to many an engineer. 
In the center of the receptacle, there is a plunger 
which comes forward when the plug is intentionally 
or accidentally removed. This action lights the same 
set of signal lights as controlled by the patient’s but- 
ton. If the portable button station is to be cut out 
for any purpose, such as for sterilization, etc., press- 
ing the plunger and turning slightly cancels the call. 
When the plug is again inserted, it automatically re- 
stores the plunger to the neutral position, ready for 
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operation the next time the plug is removed or the 


button operated. 
a 


MANIPULATING PRESSURE of oxygen is 
accurately and clearly described in a folder sent to 
us by Linde Air Products Company. It calls atten- 
tion to their Oxygen Therapy Regulator known as 
Type R-50. Developed by their own engineers it 
reduces a pressure of 2,000 pounds per square inch 
through a two-stage reducing valve giving a con- 
stantly accurate low pressure flow which is adjust- 
able. 

It is equipped with a flow indicator and a cylinder 
contents indicator. The sound of the flow of gas 
is thoroughly muffled. A study of the cross section 
gives you a definite conviction that safety, depend- 
ability, and lasting accuracy are assured. 

RE 

A GENTLEMAN NAMED Herbert Fromm was 
straining orange juice in the kitchen of his home in 
Hamburg, Wisconsin, one morning five years ago. He 
noticed how much faster the juice ran through the 
strainer when he shook it back and forth vigorously. 
On June first a new strainer which he built will be 
on the Sunkist Extractors sold by the California 
Fruit Growers Exchange. This useful improvement 
is going to be something important in hospitals be- 
cause of the large amount of fresh orange juice 
consumed daily. The special mechanism used on 
this strainer makes it oscillate 3500 times a minute. 
Tests on extracting juice from 24 oranges show at 
least 9 per cent more juice and extraction of the 
juice 22 per cent faster than with other devices. 
More juice in less time and a better looking juice 
because it is forced through 309 holes and 73 slots. 
Solids and juice cells are broken into fine particles. 
All the good is taken from the orange. We knew it 
would be done some time and we suspected this pro- 
gressive organization would somehow solve the 
problem of straining orange juice in large quantities. 
This item will not be hard to sell to progressive 
hospital superintendents after they have once seen a 


demonstration. 
a 


THE MEDICAL SERVICE department of 
Parke Davis & Co. have written us an interesting 
description of a new spirocheticide which they call 
Mapharsen. Apparently it offers a big advance in 
intravenous arsenical therapy. It is a pure arsen- 
oxide, directly active and produces fewer severe re- 
actions than some arsenicals. When dissolved in 
water, it is ready for use, and they claim can be 
depended upon to exert a consistent therapeutic 
effect. 
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TEMPGLASS 





Marching Toward 
LOWER COSTS 


In hospital after hospital the march toward Tempglass — 
toward lower costs is going on! 


These hospitals realize high standards must be kept — yet 
low budgets must be considered. So they are turning to 
Tempglass because that way they get fine, scientific instru- 
ments and still keep thermometer costs down. 


You too, will find it the best solution to your problem of 
keeping high standards within a low budget. 


Why? Because Tempglass Thermometers are Tempered. 
Tempered to make them tougher — to outlast two ordinary 
thermometers. 


Besides they are manufactured with extreme precision, mak- 

ing them accurate and dependable instruments. With Temp- 

glass you get highest quality at a substantial saving. 
Made in three styles — Standard, Snub 


Nose or Pear Bulb Rectal, each style 
priced at $6.50 per dozen, $72.00 per gross. 





VELVET RUSTLESS NEEDLES 


Cellophane Wrapped 


Positively will not rust, corrode, 
nor tarnish. Razor sharp points, fit 
all Luer type syringes. Each in 
cellophane envelope to protect it 
from handling and injury. 12 of 
size to box. Prices from $1.25 to 
$2.00 per dozen. 





FAICHNEY INSTRUMENT CORPORATION 


WATERTOWN, NEW YORK 








Without a 
Shadow of « 


Dou bt 





*Wacn eo 


IN A SUPERLATIVE SENSE 


SMatrom olullirtelemislarstolemisittantisrtstelemerca 
on the eyes, cool, color corrected ... with 


Castle operating lights and spotlights ... 


AETET por Catalog 


WILMOT CASTLE COMPANY 


1276 University Ave. Rochester, N. Y. 
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The Hospital Book Shelf 


New Air.CoNDITIONING FoR ComFort. Samel R 
Lewis. 2nd Ed. Keeney Publishing Co., Chicago 
1935. $2.50. 


Air conditioning of hospitals is no longer simply 
a luxury comfort procedure. New therapeutic uses 
are being demonstrated with great regularity. 


The problem especially in existing buildings is 
complicated and liable to be very expensive, both in 
installation and in upkeep. Before treading on such 
treacherous ground it behooves the superintendent 
to familiarize himself as much as possible on the un- 
derlying principles of this new art, at least in so far 
as they affect the expenditure required. 


This standard manual is written from an engi- 
neering standpoint, and gives all the data, tables and 
mathematics necessary for the solution of the mechan- 
ical problems involved, as well as very complete defi- 
nitions of the many terms and phrases to which air 
conditioning has given rise. It is essentially of the 
handbook rather than the discussive type, but its 
many illustrations go far to clear up many of the 
aero- and thermo-dynamic principles involved. 


a 


MANUAL ON OBSTETRICAL PRACTICE IN HOSPITALS. 
Prepared under the auspices of the Council on 
Community Relations and Administrative Practice. 
American Hospital Association. 1936. $1.00. 


Seventy per cent of maternal deaths are from sep- 
ticemia or toxemia, both preventable. The hospital 
cannot always enforce rules for proper prenatal care. 
but it can ensure the mother proper care once she 
enters its door. 


The provision and arrangement of space and equip- 
ment for proper maternity care, minimum standards 
for facilities, organization procedures, records, and 
staff control are all covered in this handy Manual. 

To these requirements are added a check list of 
furnishings and equipment, a typical obstetrical rou- 
tine and rules for visitors. 


This Manual should be in the hands of every ob- 
stetrical staff and obstetrical nursing supervisor, and 
its recommendations should be incorporated in the 
staff rules and regulations of every hospital, as a 
part of its contribution to the lowering of the ma- 
ternal mortality rate, so high and so unnecessary. 
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UrotocicaL Nursinc. David M. Davis, M.D. 2nd 
Ed. W. B. Saunders Co., Philadelphia, Pa. 1936. 
$2.25. 


Urological nursing has but lately reached a status 
which justified a special text, but the highly special- 
ized procedures and particularly the complicated in- 
strumentation of urological surgery demand just 
such an exposition of the subject as Dr. Davis has 
prepared. 


The volume is well illustrated, with good descrip- 
tions, and the text gives a very clear cut picture of 
the special knowledge and technical procedures in- 
volved in modern urological nursing. 


This volume should be of value not alone in the 
special clinic, but in the hands of general surgical 
nurses as a standby in cases of emergency. 

Men, Money and Mo tecutes. William Haynes. 


ee | ene 


Doubleday, Doran and Company, Inc. Garden 


City, N. Y. 1936. $1.50. 


The story of the chemical industry shows with al- 
most dramatic clarity how man has developed his 
ability to take such raw materials as he may find and 
convert them into substances for which he has use. 
Chemistry’s ability to mold the molecule to a de- 
sired pattern permits the industrialist to take the 
same raw material and convert it into whichever of 
several finished products he most desires. This per- 
mits him to meet new demands as they arise, and to 
so vary costs that anything that enough people want 
can be offered to them at a price they should be able 
to afford. Not the least of his art is the conversion 
of potentially wasted by-products into useful arti- 
cles—to such an extent that the originally described 
article may actually become the by-product. 


This volume writen in popular non-technical style 
will prove of service to those interested in the gen- 
eral trends and effects of the application of scientific 
facts to material progress. 


a 


TEXTBOOKS ON SuTurRES. Paul F. Ziegler. Lewis 
Manufacturing Company, Walpole, Mass. 1936. 
No price. 


The publication of Meleney’s researches on the 
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The Heart of a Hospital 


is its 


NURSING SERVICE 


Your First Consideration—to maintain 
this Nursing Service at a high standard of 
excellence. 


Our Constant Purpose—to provide you 
with a never-failing source of supply of 
highly qualified nurses. 


Intelligent Selection—Prompt Service 
The Professional Viewpoint 
Ensure Maximum Efficiency 


Advisory Service a Special Feature 


Write at once to the 


NURSE PLACEMENT SERVICE 


Room 513 
8 South Michigan Avenue 


CHICAGO, ILLINOIS 

















Is it as up-to-date as your 


buildings and equipment? 


The official magazine 


of the 
AMERICAN NURSES’ ASSOCIATION 


will help you to make it so. 


* 








What of your NURSING service? 


AMERICAN JOURNAL of NURSING 


50 West 50th Street 
NEW YORK CITY 











YOUR HOSPITAL 
NAME, DEPT., DATE 


Jndelibly printed on 
your Linens, Blankets, Bath s¢ 


Requires no more effort or expense to 

stamp name, department and date than 

just to stamp department on, and all 

marked at one impression. Marks the 

coarsest fabric as easily as the finest. 

Costs only 3c PER DOZEN for 
marking and the entire system 
can be paid for through savings 


NAME, DEPT DATE effected in one year. 


OME OR AlL iB 
AT ONE : 
IMPRESSION + INKS 
per APPLEGATE'S 
(Heat Required) 
This silver base mark- 
ing ink will never wash 
out — will last the full 
life of any cloth fabric. 


XANNO 


(NO Heat Required) 
Will last many washes 
longer than any other 
Approved ink NOT requiring heat 


by 4.C.S. _ *0 Set. 
Send for catalog giving complete informa- 


tion on the Applegate System and Sample 
Unlimited! Impression Slip. 


APPLEGATE CHEMICAL CO. 


5630 Harper Ave. Chicago, Ill. 
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Exclusive Products of Merit 


CHROME TRAY SERVICE SETS 
“IDEAL” MEDICINE DISPENSER 
“AERVOID” VACUUM IRRIGATOR 
DAVIDSON OXYGEN “CABINTENT”’ 
“ROTO-LINE” PATIENTS INDICATORS 
“LUXOR” PROCESSED SILK SHEETING 
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“CANTRUST” LUER HYPODERMIC NEEDLES 
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BARD PARKER PRODUCTS 
“MATEX” SURGEONS’ GLOVES 
“BOLTALITE” SERVING TRAYS 
STAINLESS STEEL FURNITURE 

MacEACHERN OBSTETRICAL BED 
MERCY AUTO-PAN FRACTURE BED 
“ASEPTICON” ENAMELED WARE 
“SPONGEGRIP” RUBBER SHEETING 
“SPONGEGRIP” PATIENTS’ SLIPPERS 
“VITAX” AND “EXAX” GLASSWARE 
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“SAFTIFLASK” DEXTROSE SOLUTIONS 
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sterility of catgut sutures in 1931 has been followed 
by a far more critical study of the entire subject of 
sutures and ligatures than had been common before 
that publication. 


It is peculiarly fitting that this particularly sound 
discussion of the manufacture and preparation of 
sutures should appear at this time. Although spon- 
sored by a manufacturer, it is an entirely sane, sci- 
entific, and sound discussion of the entire subject 
of the preparation of surgical sutures. 


This small volume presents a valuable textbook 
for nurses, as well as a valuable guide to surgeons 
in the selection of sutures. 


For the benefit of those to whom the textbook is 
not available, or for use as a training school text, 
the publishers announce that a series of booklets 
containing practically the same material is available 
for distribution to training school classes. 


a 


FEELING BETTER? Cornelia R. Trowbridge. Dodd, 
Meade and Co., New York. 1936. $2.00. 


This might well be titled “Occupational Therapy 
Self-taught” and fills a distinct gap in the care and 
entertainment of the patient during his convalescence. 

The combination of reading the descriptions and 
directions, and of trying the various “stunts’’ offers 
a relaxing change from mental effort to manual 
trial. 


The entertainment offered is definitely the teach- 
ing of “tricks” and varies from whittling to mathe- 
matics, music, clay modelling, geometric tricks, bib- 
liography of hobbies, string tricks, contract bridge, 
carpentry, and amusements for the blind. 


Varied to suit the disabilities of the patient, they 
include occupations for the bed, chair, ambulatory 
or blind patient. They call on all the patient’s facul- 
ties from simple manual dexterity to deep mental 
concentration. The author has made a distinct con- 
tribution to the entertainment of the convalescent or 
chronic patient. 


—g 


MANUAL OF THE ESSENTIALS OF Goop HospITaL 
NursINnG Service. Prepared by Division on Nurs- 
ing of the Council of the American Hospital As- 
sociation, and a Committee of the National League 
of Nursing Education. American Hospital Asso- 
ciation. 1936. Price 25 cents. 


This little Manual will prove a source of a great 
deal of comfort to administrators both of the hospi- 
tal and of the nursing department, as it gives a sound 
basis for the answer to a continually recurring ques- 
tion. 


The required ratio of nurses to patients is here 
answered in terms of bedside nursing hours, accord- 
ing to the type of patient, the only sound approach 
to the question. 


The definition of the duties of the various posi- 
tions and statement of qualifications constitute a set 
of specifications according to which a staff can be 
built up on a sound administrative basis. 


Supervision, staff education, health and mainte- 
nance of nursing personnel are treated in a logical 
manner, and in harmony with the latest trends in 
nursing education and administration. 


It is unfortunate that the committee has felt it- 
self obligated to imply approval of the forty-eight 
hour week at a time when the tendency is so strong 
toward the forty-four hour week for women in pro- 
fessional and in commercial lines, and is already evi- 
dent in nursing as well. This is somewhat compen- 
sated by the twenty-eight day vacation. 


The Manual will be of great help to all nursing 
administrators, and should go far toward correcting 
conditions in those institutions in which under-nurs- 
ing has been in effect for so long as to have become 
chronic. 


eS eee 


Tue MicropioLtocy oF Foops. By Fred Wilbur 
Tanner, B.S., M.S., Ph.D., Professor of Bac- 
teriology and Head of the Department, University 
of Illinois. The Twin City Printing Company, 
Champaign, Ill. 1932. $7.50. 


Foop-BorNE INFECTIONS AND INTOXICATIONS. By 
Fred Wilbur Tanner, B.S., M.S., Ph.D., Professor 
of Bacteriology and Head of the Department, 
University of Illinois. The Twin City Printing 
Company, Champaign, Ill. 1933. $5.50. 


“The Microbiology of Foods” and “Food-Borne 
Infections and Intoxications” are separate volumes. 
Each is a thorough study of that phase of foods in- 
dicated in the title. Together they comprise a com- 
prehensive treatment of food preservation, food 
poisonings and intoxications. The material is based 
on the author’s many years of experience in food 
testing at the University of Illinois and his associa- 
tion with a number of firms engaged in the manufac- 
ture and preservation of foods. 

The author states in the preface of “The Micro- 
biology of Foods” that the field of applied micro- 
biology considers the activities of micro-organisms 
in their desirable as well as their undesirable roles 
with respect to food. Methods of anaylsis and 
other information are designed for use in the class- 


(Continued on page 144.) 
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The WEST SANITOR ‘| Odorless VAPOSECTOR FLUID 
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CLASSIFIED ADVERTISEMENTS 


RATES: 


number of 5 words. 


Eight cents a word. The minimum advertisement is 25 words at a cost of $2.00, including address or key 
All answers to keyed advertisements will be forwarded. Classified advertising copy 


must be received at the office of HOSPITALS, 18 E. Division St., Chicago, Illinois, by the fifteenth of the month preceding issue. 
THE FOLLOWING CLASS OF ADVERTISEMENTS WILL BE ACCEPTED: 


POSITIONS WANTED. 
POSITIONS WANTED THROUGH PLACEMENT BUREAUS. 
POSITIONS OPEN. 


Commercial announcements accepted at the same rate. 


POSITIONS OPEN THROUGH PLACEMENT BUREAUS. 
SCHOOLS, SPECIAL INSTRUCTION, ETC. 
FOR SALE. 


Remittance must accompany classified advertisements. 





CONSULTANTS 


POSITIONS OPEN—(Continued) 





Charles S. Pitcher 
Hospital and Institutional Consultant 
1521 Spruce St. 
Philadelphia, Pa. 





POSITIONS WANTED 





NURSE ANESTHETIST with latest model anesthetic ma- 
chine. Eighteen years’ experience. References. Mem- 
ber N. A. N. A. Address FA, HOSPITALS. 





POSITIONS OPEN 





INTERSTATE PHYSICIANS & HOSPITAL BUREAU 
Mary E. Surbray, R. N., Director 
332 Bulkley Building, 
Cleveland, Ohio 


SUPERINTENDENT OF NURSES: Experienced in schools 
of nursing. Degree not necessary. 150 bed mid-west- 
ern hospital. Open August. 

PRINCIPAL, SCHOOL OF NURSING: 400 bed hospital. Re- 
quirements: College degree. Woman with experience in 
schools of nursing and executive ability. Desirable con- 
nection. 

DIRECTRESS OF NURSES: 350 bed Ohio hospital. 
plete faculty and organized school of nursing. 
September. 

EDUCATIONAL DIRECTOR: College education. 
hospital, New York State. Open September. 
SCIENCE INSTRUCTOR: 250 bed Ohio hospital. Excellent 
teaching unit and living conditions. Desirable connec- 

tion. 

SCIENCE INSTRUCTOR AND PRACTICAL INSTRUCTOR 
(2): College degree and teaching experience. 200 bed New 
Jersey hospital. Salary $125 maintenance, increase, and 
one month’s vacation yearly. Open September. 

SCIENCE INSTRUCTOR: Teaching experience. 
Pennsylvania hospital. 

SUPERVISOR MEDICAL AND SURGICAL FLOOR: 200 bed 
mid-western hospital. 40 bed unit. Requirements: High 
school graduate and experience. 

SUPERVISOR OBSTETRICAL DEPARTMENT: 200 bed 
Ohio hospital. Post-graduate in Obstetrics or experi- 
ence. 45 bed department; one assistant; graduate staff 
and students. Some teaching. Open August. 

OPERATING ROOM SUPERVISORS: With experience. 300 
bed hospital, New Jersey. (a) 250 bed New York hos- 
pital. (b) 100 bed New England hospital. (c) 100 bed 
western hospital. 


Com- 
Open 


Large 


300 bed 





THE MEDICAL BUREAU 
M. Burneice Larson, Director 
Top Floor, Pittsfield Building 

Chicago, Illinois 


EXECUTIVES—(a) Principal of school of nursing and super- 
intendent of nurses; academic degree required; teaching 
hospital. (b) Superintendent of nurses; school of 70 stu- 
dents; academic degree required; western metropolis. (c) 
Superintendent of nurses; foreign appointment. (d) Di- 
rector of nurses; city owned hospital; no training school; 
all graduate nursing staff; new building; midwest. No. 230 


ASSISTANT—Assistant superintendent of nurses; 225-bed 
hospital; duties largely administrative; executive expe- 
rience and degree required; $125-$175, maintenance. 

No. 231 


INSTRUCTORS—(a) Practical nursing and science instruc- 
tor; fine eastern hospital of 250 beds; 80 students. (b) 
Practical; 85 students; New York City area; $125, main- 
tenance. (c) Practice and theory; degree and experience 
required; yearly basis; fine southern hospital; 45 stu- 
dents; minimum, $125, maintenance. (d) Practical; one 
of Michigan’s leading schools. (e) Small school; Chicago 
area; degree required. (f) Science; 30 students; Penn- 
sylvania. (g) Science; one of leading schools in New 
York City; personal interview desirable. (h) Theoreti- 
cal; teaching hospital; East. (i) Practical and theoreti- 
cal; one of finest schools in southwest; 75 students; non- 
resident positions; September 1st; fairly young nurses 
preferred. (j) Small school; Texas. (k) Science; fairly 
large school; Ohio. (1) Science; must be experienced in 
teaching anatomy and physiology; 450-bed municipal hos- 
pital. (m) Practical; pediatric hospital. No. 232 


EDUCATIONAL DIRECTORS—(a) Pediatric hospital; some 
administrative duties. (b) University hospital; must be 
under 40; degree required. No. 233 


ANAESTHETISTS—(a) Thoroughly experienced; 300-bed 
hospital; $100, maintenance; increase in six months. (b) 
Anaesthetist qualified as assistant superintendent; 
knowledge of laboratory work desirable; Mississippi. (c) 
Third anaesthetist willing to do some general duty; 200- 
bed hospital. (d) Anaesthetist qualified to supervise ob- 
stetrics; large hospital; far western city. (e) Night 
anaesthetist; maternity department; eastern Pennsyl- 
vania. (f) Anaesthetist qualified as operating room su- 
pervisor; Pacific Coast. No. 234 


STAFF NURSES—Four-year high school graduates for gen- 
eral duty positions in various parts of America; large 
and small hospitals; salaries vary. No. 235 


SUPERVISORS—(a) Teaching; fairly large hospital; Califor- 
nia. (b) Night; 200-bed hospital; Atlantic seaboard. (c) 
Operating room; eye, ear, nose and throat hospital; East. 
(d) Surgical; midwestern hospital averaging 2,000 opera- 
tions annually; will have as assistants, five graduate 
nurses, and too, postgraduate students; $120, complete 
maintenance. (e) Obstetrical; 400-bed hospital; East. 
(f) Male division; New York City area. (g) Outpatient 
department and dispensary; one of Pennsylvania’s lead- 
ing hospitals. (h) Medical floor, university hospital; 
college trained woman required. (i) Floor; graduate 
staff; eight-hour duty; Texas. No. 236 


SUPERVISORS—(a) Operating room; 8-hour day; no night 
calls; every other week-end off duty; staff consists of four 
suture nurses, six students, three aides, orderly; majors 
average 143 monthly; $125, maintenance. (b) Night; hos- 
pital for crippled children; splendidly equipped institu- 
tion; luxurious nurses’ home; attractive location. 
(c) Night; experience in pediatrics and obstetrics desir- 
able; California. (dad) Pediatric; department averages 30 
patients; some college training desirable. No. 237 


SUPERINTENDENT OF NURSES—General hospital; 60 
students; well organized medical staff; hospital fully 
approved; now building new nurses’ home; $175, mainte- 
nance; midwest. No. 238 


MISCELLANEOUS—(a) Fever therapy technician familiar 
with GE equipment; probably $150; Montana clinic. 
(b) X-ray technician aged 26-35; anaesthesia or record 
librarian training desired; small Chio hospital. (c) Nurse- 
technician qualified in x-ray and laboratory; 200-bed hos- 
pital; California. (d) Graduate nurse; able do x-ray 
and all laboratory work except tissues; private sani- 
tarium; south. (e) X-ray and laboratory technician; 
small hospital; graduate nurse preferred; Wisconsin. 
(f) Graduate nurse qualified in x-ray and laboratory 
work; beautiful new hospital; delightful climate; air- 
plane center; Central America. 
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THE 
AMERICAN DIETETIC ASSOCIATION 


maintains a Placement Bureau to assist 


HOSPITAL EXECUTIVES 


to find well-trained, competent 


DIETITIANS 


for their institutions 


All registrants aré Association members whose 
credentials have been fully investigated. Only mem- 
bers carefully selected for the particular position 


are notified of vacancies. 


Write the 


PLACEMENT BUREAU 


The American Dietetic Association 
185 North Wabash Avenue 
Chicago, Illinois 








Attention! 


Hospital Superintendents 


If you have not received 
our special offer to assist you 
in your refurnishing program, 


notify us immediately. 
& 


STICKLEY BROTHERS CORP. 


Grand Rapids, Michigan 


Approved by American College of Surgeons 























Introducing the 
new form fitting 
throat combina- 
tion non-leaking 
hot or cold “Pak- 
Saddle.” 


It gives coverage 
to the infected 
parts of the 
throat and ears 
never before ob- 
tainable ina 
throat bottle. Can 
be applied to 
other portions of 

ee eee the body where 
STOPPERLESS WATER BOTTLE CO. either hot or cold 
applications are 














required. 


Useful in cases of Salpingitis, Appendicitis, Cysti- 
tis, Cholecystitis, Head Injuries, Synovotis, Myosi- 
tis, Phlebitis of the Extremities, Conjunctivitis, 
Mastitis, or Rectal Pathology. 


Possesses all the advantages common to the pat- 
ented Stopperless feature. 


Sold by Reputable Hospital Supply Dealers 
Throughout U.S.A. and Canada 


Manufactured by A. G. Spalding & Bros. for 
STOPPERLESS WATER BOTTLE CO. 
CHICOPEE, MASS. 

Patented U.S.A., Canada, England, Australia, Germany. 
Other patents pending. 














246 South llth Street 











Consider Carefully Your 


TRAINING SCHOOL OUTFITS 
na * 


Isn’t it reasonable to sup- 
pose that a firm with 
over 60 years of experi- 
ence in manufacturing 
QUALITY clothing for 
hospitals could give you 
EXTRA VALUE in every 


garment? 
* 


Let us show YOU what 
our service can do for 
YOUR school. Write for 
catalog “HT”. 











Member of the Hospital 
Exhibitors’ Ass’n 


C.D. Wittiams & Company 


Designers and manufacturers since 1876 


Philadelphia, Pa. 
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Hospital Book Shelf 

(Continued from page 140.) 
room and in the industrial laboratory, but this does 
not detract from its value to all who are concerned 
with microbiology of foods and with health prob- 
lems. The first chapter on Food Preservation is a 
summary of the subject which should be in every 
hospital library for the benefit of doctors, dietitians, 
nurses and all research workers. 

Dr. Tanner says in “Food-Borne Infections and 
Intoxications” that all food poisonings and infec- 
tions are relatively unimportant as a cause of illness 
or death, but a sufficient number of cases occur each 
year to give them undue importance in the minds 
of the many. Some preserved foods have had to 
suffer from prejudice and superstition which have 
little or no basis in fact. He feels that progress in 
the study of food poisoning was long retarded by the 
acceptance of “ptomaines” as the cause of these ill- 
nesses. Often other agencies have been found to be 
the cause in more recent investigations. The heat 
stable gastro intestinal irritants, belonging to the 
Staphylococcus and Salmonella groups, furnish a 
better explanation of the large percentage of these 
outbreaks. Practical information on every type of 
food infection and poisoning is discussed according 
to present day knowledge of food hygiene, as indi- 
cated in literature. Both books give many references. 


Benefits to Ohio Hospitals for Care Given 


Traffic Accident Patients 


In 1933 the Ohio Hospital Association secured the 
passage of a bill appropriating nineteen cents from 
each license tag fee to a fund for the reimbursement 
of its hospitals for care given to indigent traffic acci- 
dent patients injured on the highways of Ohio, ac- 
cording to the per diem rate of the respective hospi- 
tal, not to exceed $6.00 per day. Due to time re- 
quired to get the necessary departmental organization 
established to administer the provisions of the bill, 
payments to hospitals did not begin in any appre- 
ciable amount until the latter half of 1934. The fol- 
lowing are the total amounts disbursed to Ohio hos- 
pitals under this law to April 11, 1936. 

ToApril Total 
Ai, to 
1934 1935 1936 = April 11 
Number of Claims 
1,117 2,109 706 3,932 
Total Amount of 
$47,456 $223,370 $97,297 $368,123 
Average Paid Per 
$42.48 $105.91 $137.81 $93.62 

It will be noted that as the larger claims accrued, 
the average amount paid per claim increased. Two 
claims of over $2,000 each have been paid and eight 
others varying from $1,079 to $1,443. In all, ninety- 
three hospitals in Ohio have benefited from this law. 
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Built on the Good Will of 
Those Who Feed Many 


People Each Day 


VERY BIT 
OF FOOD- 
STUFF sold by 
Sexton is a 
messenger of 


Sexton Specials offer outstanding 

values in foods, prepared ex- 

clusively for those who feed 
many people each day. 


good will, pre- 
pared to meet 
the expert's most exacting test. Take 
Edelweiss Chili Sauce—it is not just 
another sauce, but a distinctive one 
that satisfactorily fills the needs of 
the world-renowned chef who prides 
himself on his delicious cocktail and 
meat sauces. Better still — it is a 
sauce that lowers food cost. You, 
too, may insure the success of your 
sauces, at a saving, by specifying 
Edelweiss when ordering Catsup or 
Chili Sauce. Edelweiss Mayonnaise 
and French Dressing also are al- 
ways popular favorites in the salad 
kitchen. 


CHICAGO 


BROOKLYN 


© J. S. & Co., June, 1936 
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CLEVELAND CONVENTION 


September 28—October 2 


A New Feature 


As a departure from the usual convention week program, it is being planned this year to leave 
Wednesday afternoon of convention week free of any formal program. On this afternoon, the techni- 
eal and educational exhibits will remain open for those who desire to have uninterrupted time in which 
to inspect them; the Cleveland hospitals wil] maintain open house for those who wish to have an oppor- 
tunity to see the new hospital construction and the well-organized hospital services that Cleveland has to 
offer; or this afternoon will be free for such recreational pursuits as the annual golf tournameni. 


In view of the intensive program that the Association must conduct in order to care for all sectional 
and general sessions, there has been an expressed desire among the membership that an open afternoon 
be provided. Accordingly, this is being tried this year in order to determine the desirability of such a 
departure from our previous programs. It will be observed as to how largely the membership takes advan- 
tage of this opportunity to visit exhibits, hospitals, and to participate in such recreational activities as 
are planned, in order to determine the desirability of continuing this as a regular feature of convention 
week. 


Technical Exhibits 


Judging from the early reservation of space being made by exhibitors, the technical exhibit at the 
Cleveland Convention will be one of the largest and most interesting that the Association has ever held. 
The exhibitors have many new instruments, new articles of equipment, and new ideas to bring to the 
attention of the hospital field. Reports show that the financial conditions of hospitals are improving, 
which means that hospitals will be interested in the purchase of new equipment both for replacement 
and for additions to their present service. The new developments to be shown by the exhibitors and the 
desire to purchase on the part of hospital administrators will make the technical exhibit a decided success. 


Architectural Exhibit 


The architectural exhibit that has proved so interesting each year will be repeated again at Cleveland. 
Roy Bodwell, Superintendent of Huron Road Hospital, Cleveland, will be in charge of this exhibit. 
Anyone having plans that they desire to show, should communicate with Mr. Bodwell. It is particularly 
desired that those having models of their hospital buildings provide these for display. 


Canned Goods Exhibit 


Those who attended the Milwaukee Convention in 1923 will recall the unusual interest that was 
evidenced in the display of canned goods, conducted by Guy J. Clark, executive secretary of the 
Cleveland Hospital Council. In cooperation with the National Canners’ Association, Mr. Clark is planning 
to repeat this exhibit in Cleveland. Fruits and vegetables will be displayed according to quality, size, and 
location in which they were grown. This exhibit will provide very practical information regarding the 
purchase of canned goods. 


Hobby Exhibit 


This is a new departure in exhibits, which has proved most successful in other organizations. The 
success of it in our Association depends upon the cooperation of those having hobbies that can be shown 
by visual exhibits. Worth L. Howard, administrator of The City Hospital of Akron, Ohio, has been ap- 
pointed by the Cleveland Committee to take charge of this new feature. Those having a hobby will please 
assist in making this exhibit a success by writing to Mr. Howard regarding the material that they will 
contribute to this exhibit. 


General Program 


The program for the meetings is now being completed. Our conventions have become a forum on 
hospital administration. The difficulty is not to find material but to find time in which to present the 
many new ideas before the hospital field. The 1936 program is being developed in accordance with 
the 1936 needs of hospitals. Cleveland, the birthplace of the American Hospital Association in 1899, will 
provide a most interesting reception for the return of the Association in 1936. 
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DISPENSERS 


The history of Intravenous Solutions in Filtrair Dispens- — 
ers, before their presentation to hospitals and the 
medical profession, covers three years of intensive 
research, and clinical study in more than 300,000 ad- 
ministrations, in virtually every condition in which 
phleboclysis or hypodermoclysis is indicated. For pur- 
ity and clarity these solutions set an excellent standard. ~ 


Our Brochure PARENTERAL ADMINISTRATION OF 
FLUIDS, has been adopted by many training schools 
as a standard text on this subject. We will be 
pleased to send sufficient copies for your training 
school upon request. 


HOSPITAL LIQUIDS 
a 


CHICAGO 














